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SUPPLIED 

Oral Solution: 
bottles of 1 and 3 
fluidounces and 
bottles of 1 pint. 
Also available for 
intravenous or 
intramuscular use: 
Ampuls, 1.5 ml. 
and 5 ml.; 
Multiple-dose Vials, 
20 mi. 





(nikethamide CIBA) 
ORAL SOLUTION (25% aqueous) 


Coramine is a proved respiratory and central 
nervous system stimulant, useful in controlling 
Cheyne-Stokes respiration and paroxysmal dyspnea 
associated with cardiac decompensation. 

The choice of oral or intravenous therapy de- 
pends upon the seriousness of the situation. When 
a prompt response is necessary, the intravenous 
route is preferred. Oral administration produces 
a slow, progressive improvement—usually one to 
three days elapse before the optimum benefit is 
realized. 

Since Coramine is rapidly and completely ab- 
sorbed from the gastrointestinal tract, the Oral 
Solution (3 to 5 ml., three to five times a day) may 
be administered in cases of chronic cardiac decom- 
pensation or in convalescence following acute 
coronary occlusion. 
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patients 


with 


angina pectoris 


... your treatment can make the difference 


In angina pectoris: “. . . the difference between 
complete, or almost complete, absence of symp- 
toms, or a prolonged illness with much suffering” 
may lie in routine prophylaxis with Peritrate.’ 
New studies continue to confirm the effectiveness 
of this long-acting coronary vasodilator. “Impres- 
sive and sustained improvement” is observed in 
patients on Peritrate therapy.* 

Simple prophylaxis: Peritrate is not indicated to 
abort the acute attack (nitroglycerin is still the 
drug of choice). However, you can reduce or 
eliminate nitroglycerin dependence and provide 
continuing protection against attacks of angina 
pectoris with Peritrate. Prophylaxis is simple: 10 
or 20 mg. of Peritrate before meals and at bed- 
time. Maintenance of a continuous daily dosage 
schedule is important for successful therapy. 


Peritrate has been demonstrated to prevent or 








reduce the number of attacks, lessen nitroglycerin 
dependence, improve abnormal EKG findings and 
increase exercise tolerance.**° 

The specific needs of most patients and regimens 
are met with Peritrate’s five dosage forms: Peritrate 
10 mg. and 20 mg. tablets; Peritrate Delayed Ac- 
tion (10 mg.) for continuous protection through 
the night; Peritrate with Phenobarbital (10 mg. 
with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. 
with aminophylline 100 mg.) in cardiac and cir- 
culatory insufficiency. 

Usual Dosage: 10 to 20 mg. before meals and at 
bedtime. 


References: 1. Rosenberg, H. N., and Michelson, A. L.: 
Am. J. M. Sc. 230:254 (Sept.) 1955. 2. Kory, R. C., et al.: 
Am. Heart J. 50:308 (Aug.) 1955. 3. Winsor, T., and 
Humphreys, P.: Angiology 3:1 (Feb.) 1953. 4. Plotz, M.: 
New York State J. Med. 52:2012 (Aug. 15) 1952. 5. 
Dailheu-Geoffroy, P.: L’Quest-Médical, vol. 3 (July) 1950. 
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Lift the depressed patient up to normal 
without fear of overstimulation... 


A HAPPY MEDIUM , 





with new 
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e Boosts the spirits, relieves physical fatigue 
and. mental depression ... yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
‘‘without let-down or jitters . . .’’! and counteracts over- 
sedation caused by barbiturates, tranquilizing agents and 
antihistamines. 

Ritalin is not an amphetamine. Except in rare instances it 
does not produce jitteriness or depressive rebound, and has 
little or no effect on blood pressure, pulse rate or appetite. 


* 


Reference: 1. Pocock, D.G.: 

Personal communication. Average dosage: 10 mg. 
b.i.d. or t.i.d. Although 
individualization of 
dosage is always of para- 

RITALIN® hydrochloride mount importance, the 

(methyl-phenidylacetate high relative safety of 


hydrochloride CIBA) Ritalin permits larger 


doses for greater 
effect if necessary. 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. 
(blue); bottles of 100, 
500 and 1000. Tablets, 
20 mg. (peach-colored) ; 
bottles of 100 
and 1000. 
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(IRON BILE SALTS, LILLY) 


a potent choleretic 
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Under the priming influence of ‘Bilron,’ at the optimal point for emulsification 
natural bile flow and concentration of and absorption of fats. 

bile acids are greatly increased. When Available in 2}4-grain and 5-grain 
symptoms include intolerance to fats, pulvules. 
constipation, or flatulence, ‘Bilron’ 
offers effective, gratifying relief. Also, 
‘Bilron’ dissolves in the small intestine 


DOSAGE: Usually 5 to 10 grains daily 
with meals. 
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you can treat HAY FEVER 
and other seasonal allergies 
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Cattrophin Line 


ACTH provides quick relief in hay fever, 
poison ivy, poison oak, sumac, asthma, and 
other summertime allergic manifestations. 
To achieve that relief with maximal conven- 
ience and ease, use Cortrophin-Zinc. Each 
injection lasts at least 24 hours in the most 
acute cases to 48 and even 72 hours in milder 
cases, meaning fewer injections and less total 
ACTH dosage. And Cortrophin-Zinc is easy 
to use,.since it is an aqueous suspension 
which requires no preheating and flows easily 
through a 24-26 gauge needle. 
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+Patent Pending. Available in other countries as Cortrophine-Z, 
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e Writing in the October issue 
of Geriatrics, Lenox D. Baker, 
professor of orthopedic sur- 
gery, Duke University School 
of Medicine, evaluates the gen- 
eral Neuromuscular Problems 
in Hemiplegic and Paraplegic 
Patients, discusses the impor- 
tant role of surgery in the 
treatment of these patients, and 
projects into the care of the 
adult neuromuscular cripple 
the use of certain surgical pro- 
cedures that have been found 
to be of benefit in the care of 
the child with cerebral palsy. 
These procedures can contrib- 
ute materially to the recovery 
of persons who, if made am- 
bulatory, can resume self-care, 
and, in many instances, can 
fill a useful place in society. 


@ In Differential Diagnosis of 
Lung Disease in individuals of 
advanced age, one should al- 
ways keep in mind the possi- 
bility of bronchogenic carci- 
noma, so-called hypertrophic 
emphysema, and lung changes 
resulting from heart failure or 
provoked by allergens. Ac- 
cording to Andrew L. Banyai, 
associate clinical professor of 
medicine at Marquette Univer- 
sity School of Medicine, Mil- 
waukee, clinical findings should 
be evaluated with due thought 
to the patient’s health history 
and environmental history, 
with particular reference to 
his habits and possible occupa- 


tional hazards. There are in- 
stances in which differential 
diagnosis is a cooperative prob- 
lem which can only be solved 
by the joint effort of attending 
physician, roentgenologist, and 
consultant. 


@ Mastering Long-Term Iil- 
ness is one of the major chal- 
lenges facing modern society, 
writes Edward L. Bortz, chief 
of the medical service, The 
Lankenau Hospital, Philadel- 
phia. Although no period of 
human existence is immune, 
the longer individuals live the 
more likely they are to fall 
victims of some long-term 
malady. The most common and 
devastating chronic illnesses 
are caused by blood vessel de- 
terioration, cancer, the arthri- 
tides, and disorders of the 
nervous system. Significant re- 
searches promise a much better 
control of these afflictions dur- 
ing the next ten years. Specific 
therapy plus incentive to re- 
cover is the basis of manage- 
ment. 


@ Photoelectric Plethysmogra- 
phy of the digital pulse is a 
simple, accurate, and objective 
method for measurement of 
peripheral circulation, says 
Ernst Simonson, associaté pro- 
fessor of physiology, Univer- 
sity of Minnesota. It is particu- 
larly well suited for clinical 
application in diagnosis of 


peripheral arteriosclerotic de- 
generation. An excellent 
differentiation between normal 
and abnormal was obtained 
in. three items of contour 
analysis — absolute and crest 
time, and speed of diastolic 
decline. On the basis of fre- 
quency distribution of two 
normal samples (170 young 
men, 283 older men) and two 
abnormal samples (55 patients 
with arterial hypertension, 34 
patients with peripheral vas- 
cular disease), normal limits 
are suggested for various items. 


@ In the Management of Du- 
pruyten’s Contracture, no con- 
servative treatment of value 
has been discovered, primarily 
because the etiology of the 
process is still unknown. Lee 
J. Cordrey, instructor in or- 
thopedics, Western Reserve 
University, Cleveland, believes 
that surgical intervention is in- 
dicated when limitation of dig- 
ital motion is present. He has 
found subcutaneous fasciotomy 
to be simple and safe for treat- 
ment of the severely involved 
hand. Total aponeurosectomy 
is indicated when the skin of 
the palm is mobile and of good 
quality. 


For these and other articles, 
reviews, abstracts, and special 
features, read every issue of 
Geriatrics. 





GERIATRICS, copyright 1956 by Lancet Publications, Inc., 84 
South Tenth Street, Minneapolis 3, Minnesota. Title registered 


U. S. Patent Office. Louis M. Cohen, Publisher. Virginia L. 


Dustin, Managing Editor. Maurice Wolff, Business Manager. SAN FRANCISCO 43 
, nears y - Telephone: Garfield 1-7950. 
ADVERTISING REPRESENTATIVES, NEW YORK 


Klemmer, Bernard A. Smiler, John Winter, 1 East 42nd street. 


Telephone: Murray Hill 2-8717. 


: John Jones, Lee 


Duncan A. Scott & Co., 


CHICAGO 6: Jay A. Herz, Hugh Gibson, 20 North Wacker Drive, 
Suite 1921. Telephone: Central 6-4619. 


Mills Building. 


LOS ANGELES §: Duncan A. Scott & Co., 2978 Wilshire Boule- 


vard. Telephone: Dunkirk 4-8151. 
























your patient will find his 





functional G.|. distress... 





hard to remember 


DECHOLIN 


Mim clairlerelalare 





does more to control and correct nausea, belching, bloating, 
flatulence, indigestion, constipation. 


provides reliable spasmolysis PLUS improved liver function 
AND natural laxation without catharsis 


DECHOLIN with Belladonna Tablets, dehydrocholic acid, Ames, 334 gr. and extract of belladonna % gr. 
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For 
Control 
of 
Acute 
Agitation 


@ In the acute alcoholic 
@ In the acute psychotic 
@ In the drug addict 


A potent new agent in chemopsychotherapeutics, SPARINE 
has demonstrated a marked ability to calm and relax 
acutely agitated patients.!:> Without inducing disabling 


lethargy or dulling perception, SPARINE “... is effective 
in... maintaining these subjects in a quiescent detached 
state... 4 


Given intravenously, SPARINE rapidly brings patients 
under control. Given orally or intramuscularly, it pro- 
motes patient accessibility, fosters psychotherapeutic con- 
tact, and facilitates over-all management. Parenteral 
administration of SPARINE is not painful and does not 
cause tissue necrosis at the site of injection. 


For intravenous, intramuscular, or oral administration 
1. Fazekas, J.F., et cl.: JAA.M.A. 161:46 (May 5) 1956. 2. Mitchell, E.H.: 
J.A.M.A. 161:44 (May 5) 1956. 


NEW Potent Ataractic Drug 
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Hydrochloride 


Promazine Hydrochloride 
10-(-y-dimethylamino-n-propy!)-phenothiazine hydrochloride 
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(phenylbutazone GeEiGy) 


potent, specific 


anti-arthritic 


Based on an impressive background of achievement attained 
over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 


BuTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 
with its use are urged to send for literature before prescribing it. 
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when the geriatric problem is 


constipation D : D VA . 


(Brand of dioctyl sodium sulfosuccinate—sodium benzoate) 


DIOVAC promotes normal evacuation through normal bowel 
function by permitting moisture to penetrate and soften the 
hard fecal mass; thus it corrects constipation naturally, without 
the risks or compromises of lawation—an ideal not only for the 
elderly but for patients of all ages. 









DOSAGE: One DIOVAC CAPSULE (50 mg.) or 1-2 
tsp. of pDIOVAC SYRUP (20-40 mg.) once or 
twice daily followed by a glass of water, 





in bottles of 50 

DIOVAC CAPSULES 
Dry-filled for maximum moisture 
penetration and no aftertaste. 
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Antos, R. J.: Southwestern Med. 37:236 
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in 6 oz. bottles 
IOVAC SYRUP 
Refreshingly mint flavored. 
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The significance of the years from 40 
to 60 in determining the future health 
of the aging and aged is becoming 
increasingly apparent.! Because main- 
tenance of nutritional and metabolic 
balance at this time will do much to 
modify and control progressive dis- 
orders of aging,?> administration of 
ELDEC Kapseals throughout “‘the mid- 
dle years” will help assure improved 
health, usefulness, and vitality in the 
years to come. 


ELDEC Kapseals provide the fo 


Vitamin A 
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Ascorbic acid 
vitamins ‘Nicotinamide 
Vitamin B, 
Vitamin Bs 
Vitamin By, with 
intrinsic factor 
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Folic acid 
Choline bitartrate 
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the sodium salt) 


minerals Ferrous sulfate © 
(exsiccated) 


lodine (as potassium 
iodide) 


Calcium carbonate 


digestive enzymes Taka-Diastase® 
Pancreatin 


protein improvement factors ‘Lysine monohydro- 
chloride 


dl-Methionine 


gonadal hormones Methyl! testosterone 
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lowing important components: 


Each ELDEC 
Kapseal contains: 
1,667 Units (0.5 mg.) 
0.67 mg. 
33.3 meg. 
16,7 mg. 
0.67 mg. 
0.5 mg. 


0.033 USP Unit (oral) 
0.1 mg. 
6.67 mg. 


5 mg. 


16.7 mg. 
0.05 mg. 
66.7 mg. 
20 mg, 
133.3 mg. 
66.7 meg. 
16.7 mg. 


1,67 mg. 
0.167 mg. 





Daily dosage of 

3 Kapseals contains: 
5,000 Units (1.5 mg.) 
2 meg. 

100 mg. 

50 meg. 

2 meg. 

1.5 mg. 


0.1 USP Unit (oral) 
0.3 mg. 
20 meg. 


15 mg. 


50 mg. 


0.15 me. 
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60 me. 
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or healthy, happy lives tomorrow 


maintains tissue function 


ELDEC Kapseals provide 10 important vita- 
mins plus iron, calcium, and iodine, factors 
helpful in correction of deficiencies fre- 
quently encountered in “the middle years.” 


aids digestion 

ELDEC Kapseals contain the starch-digestant, 
Taka-Diastase, and pancreatin to promote 
digestion of proteins, fats, and carbohydrates 
favored by older patients. 


helps maintain nitrogen balance 


Lysine and methionine help to meet the need 
for protein, a common nutritional defect in 
the aged. 


counters gonadal decline 


Estrogen and androgen reinforce lowered 
output of atrophying gonadal tissues and 
help to correct osteoporosis and protein 
depletion states. 


dosage 


One Kapseal three times daily before meals. Female 
patients should follow each 21-day course with a 
7-day rest interval. 


packaging 


ELDEC Kapseals are available in bottles of 100. 


references 


(1) Stieglitz, E. J., in Wohl, M. G., & Goodhart, R. S.: Modern Nutri- 
tion in Health and Disease, Philadelphia, Lea & Febiger, 1955, p. 
933. (2) Stare, F. J.: Bull. New York Acad. Med. 32:284, 1956. 
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Ll. W.: J. Am. Geriatrics Soc. 3:31, 1955. (5) Kaplan, L.; Landes, 
J. H., & Pincus, J.: Geriatrics 10:287, 1955. 
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10 to 12 hours 
uninterrupted 
pain relief in 
a single tablet 


Donnatal® with Codeine extended action tablets 


¢ no up-and-down analgesia 
¢ better codeine toleration 


Belladonna alkaloids and phenobar- 
bital, as in Donnatal, induce mild 
sedation, reducing pain conscious- 
ness and anxiety. Patient is pro- 
tected from spasm. Codeine consti- 
pation, nausea and vomiting are 
avoided. Phenobarbital directly 
augments the potent analgesic effect 
of codeine.! Indicated wherever co- 
deine is indicated—in pain or cough. 


Donnagesic No. 1 (pink) 





CODEINE Phosphate (% gr.)........ 48.6 mg. 
Hyoscyamine Sulfate............ 0.3111 mg. 
Atropine Sulfate................ 0.0582 mg. 
Hyoscine Hydrobromide.......... 0.0195 mg. 
Phenobarbital (% gr.)............06 48.6 mg. 
Donnagesic No. 2 (red) 
CODEINE Phosphate (1% gr.)....... 97.2 mg. 
Hyoscyamine Sulfate............ 0.3111 mg. 
Atropine Sulfate .............+5. 0.0582 mg. 
Hyoscine Hydrobromide.......... 0.0195 mg. 
Phenobarbital (% gr.)..........0045 48.6 mg. 
1. Goodman, L. S., and Gilman, A. : The Pharmacologic Basis 
of Ther N Co., 1955; ps 127 
y A. H. ROBINS CO., INC. 


RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit Since 1878 
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Containing only the active principle of the thyroid gland, 

SYNTHROID Tablets are odorless, tasteless and free from all 
impurities. All batches are absolutely identical so that dose-for-dose 
uniform clinical effect is assured. 


48.6 mg. 
3111 mg. 
0582 mg. 
0195 mg. 


48.6 mg. SYNTHROID Tablets are available in three strengths, 0.05, 0.1, and 0.2 mg., scored to permit 


dosage units as small as 0.025 mg. Bottles of 100. 
97.2 mg. 
3111 mg. 
0582 mg. 
0195 mg. 
48.6 mg. 


References: (1) Hort, F. D., and Maclagan, N. F.: Brit. M. J. 1:512 (Mar. 4) 1950. (2) Starr, P., and 
Liebhold-Schueck, R.: J.A.M.A. 155:732 (June 19) 1954. (3) Starr, P.; Postgrad. Med. 17:73, 1955. 
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brand 
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The new name has been adopted 
to make easier for everyone 
the distinction between 


Digoxin and Digitoxin. 


Now simply write: 


Lauvtie labels 0.25 ng. 05mg. 
Lanopin’ Blhpir Fehuliic, on 
Kanto Sufecliin 


to provide the unchanging safety and predictability afforded by the 
uniform potency, uniform absorption, brief latent period and opti- 


mum rate of elimination of this crystalline glycoside. 


Tablets: 0.25 mg. (white) and 0.5 mg. (green) 
Elixir Pediatric: 0.05 mg. in each cc. 


Ampuls: 0.5 mg. in 2 ce. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Noludar 'Roche' will help 
solve the problem. Nota 
barbiturate, not habit 
forming, SO mz t..i.d. 
provides daytime sedation 
without somnolence, 

while 200 mg h.s. induces 
a sound night's sleep 
without hangover. 

Noludar tablets, 50 and 
200 mg; elixir, 50 mg 

per teaspoon. 

Hoffmann - La Roche Inc 


Nutley 10, New Jersey 


Noludar® 
brand of methyprylon 













DRY, SCALY SKIN 
DETERGENT RASH 
CHAFING 

PRICKLY HEAT 
SUNBURN 
"DISHPAN' HANDS 
DIAPER RASH 
SIMPLE ECZEMA 


Superficial skin complaints 
usually respond dramatically 
to TASHAN CREAM 'Roche.' 
Antiprurient, soothing, and 
healing=-<contains vitamins 
A, D, E, and d-Panthenol, in 
a cosmetically pleasing 
water-soluble base which 
fastidious patients will 
enjoy using. Hoffmann- 

La Roche Inc, Nutley, N. J. 


TASHAN T.-M. 














comparison of the effect of 
RAUDIXIN (tranquilizer) 
and a barbiturate (sedative) 





Cortical electroencephalogram, no drug. 









After Raudixin. E.E.G. not altered. 





Raudixin acts in the area of the midbrain and diencephalon and does not depress the 
cerebral cortex, as can be seen in this electroencephalogram. Consequently, the tran: 
quilizing effect of Raudixin is generally free of loss of alertness. 


After barbiturate. Typical “spindling” effect. 


ewe inta i ee ican Reeweeneae | 


Because barbiturates and other sedatives depress the cerebral cortex, as indicated by 
this ‘‘spindling," the sedation is often accompanied by a reduction in mental alertness. 


posace: Usual initial dosage is 200 mg. 
daily. Maintenance dosage may be adjusted 
within a range of 50 mg. to 500 mg. daily, de- 


pending on the response observed and the pos- 
sible appearance of side effects. Most patients 
can be adequately maintained on 100 mg. to 


SQUIBB WHOLE ROOT RAUWOLFIA SERPENTINA 200 mg. per day. Because of its sustained ac- 
tion, Raudixin may be given in single daily 
doses if desired. Note: Tranquilizing action is 
usually evident in 3 to 10 days; for a more 


SQUIBB rapid onset of effect, the patient may be given 
a priming dose of 200 to 300 mg. twice daily 
for the first 3 days. 
supp.y: 50 mg. and 100 mg. tablets, bottles 
of 100, 1000 and 5000. 





*RAUDIXIN’® IS A SQUIBB TRADEMARK 





s 
oe 








“Yes, I taught grammar 
to your father— 
and it seems 
like only yesterday!’ 


Time flies happily for the mature person in good health. To help 
keep these “senior citizens” fit and active, many physicians pre- 
scribe GEVRAL—a comprehensive diet supplement specially prepared 
for persons past 40. Each dry-filled GEVRAL capsule provides 
14 vitamins, 11 minerals, and Purified Intrinsic Factor Concentrate. 


re 


6 »} 
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GERIATRIC VITAMIN-MINERAL SUPPLEMENT LEDERLE 


Each GEVRAL Capsule contains: 


Vitamin A......... 5000 U.S.P. Units 
Vitamin D........... 500 U.S.P. Units Purified Intrinsic 
Vitamin Bie Factor Concentrate 

Iron (as FeSO.) 

lodine (as Kl) 

Calcium (as CaHPO,) 

; Phosphorus (as CaHPO.) 

Pyridoxine HCI (Be) 0.5 mg. Boron (as Na2Bs07.10H20).... 
Ca Pantothenate 5 mg. Copper (as CuO) . filled sealed capsules 


Choline Dihydrogen Citrate... 100 mg. Fluorine (as CaF2).........., " for more rapid and com- 
50 mg. Manganese (as MnOz).......... 


eee i plete absorption, freedom 
Ascorbic Acid (C) 50 mg. Magnesium (as MgO)... 
Vitamin E Potassium (as K2SO.) : from aftertaste. A Lederle 
(as tocopheryl acetates)... 10 1.U. 7inc (as ZnO) : ; exclusive! 


Other Lederle geriatric products include: GEVRABON* Vitamin- Mineral 
Supplement Liquid with a wine flavor; GEVRAL* Protein Vitamin- 
Mineral-Protein Supplement Powder; and GEVRINE* Vitamin-Mineral- 
Hormone Capsules. 


LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID COMPANY PEARL RIVER, NEW YORK 
#REG. U.S. PAT. OFF 








ROUTINE 


CO-ADMINISTRATION 
MEANS 


All the benefits of the 
“‘predni-steroids” plus 
positive antacid action to 
minimize gastric distress. 
References: 1. Boland, E. W., 
J.A.M.A. 160:613 (February 
25) 1956. 2. Margolis, H. M. 
et al., J.A.M.A. 158:454 (June 
11) 1955. 3. Bollet, A. J. et al., 
J.A.M.A. 158:459 (June 11) 





*‘CO-DELTRA’ and ‘CO-HYDELTRA 
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Multiple 
Compressed 
Tablets 





2.5 mg. or 5 mg. 
prednisone or 
prednisolone with 
50 mg. magnesium 
trisilicate and 

300 mg. aluminum 
hydroxide gel. 


are trademarks of MERCK & Co., INC. 
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(Prednisone Buffered ) 


> 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC. 


PHILADELPHIA 1, PA. 


artnritis 


(Prednisolone Buffered) 


CoDeltra 











in respiratory 





all the benefits 


plus | IOSIT Ave 


ROUTINELY ACHIEVED WITH Co I} aliry 


Clinical evidence!.2:3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and predniso- 
lone, antacids should be routinely 
co-administered to minimize gas- 
tric distress. 


References: 1. Boland, E. W., J.A.M.A. 
160:613 (February 25) 1956. 2. Margolis, 
H. M. et al., J.A.M.A. 158:454 (June 11) 
1955. 3. Bollet, A. J. et al., J.A.M.A. 
158:459 (June 11) 1955. 


allergies 


Mutltipte 
Compressed 
Tablets 





2.5 mg. or 5 mg. 
prednisone or 
prednisolone with 
50 mg. magnesium 
trisilicate and 

300 mg. aluminum 
hydroxide gel. 


‘CO-DELTRA' and ‘CO-HYDELTRA' are trademarks of MERCK & Co., INC. 





(Prednisone Buffered) 


(Prednisolone Buffered ) 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC 
PHILADELPHIA }, PA. 
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For 
improved protein 
nutrition 


OTs ges reoy a 
e]iwmzixr 


(Critically essential L-lysine with essential B. vitamins) 


Potentiates protein synthesis in: 
e the elderly e the convalescent 
e the adolescent e the growing child 


Efficient protein synthesis depends upon an adequate intake of proper 
proportions of all the essential amino acids simultaneously. The bio- 
logical value of cereal proteins, which comprise 20-40% of total dietary 
proteins, is limited by a relative deficiency of lysine. Cerofort Elixir 
supplies physiological amounts of L-lysine to raise the body-building 
value of many cereals to that of high-quality animal muscle protein. And 
to aid tissue synthesis, Cerofort Elixir also supplies generous amounts of 
essential B vitamins. 


also available: 
Cerofort* 
tablets 


(Critically essential L-lysine 
with all the important vitamins) 


to speed convalescence in 
major surgery, 


: : ; illness, injury. 
first with lysine ; y WHITE LABORATORIES, INC. 


Kenilworth, N. J. 








before 


pathetic, atonic, antisocial 









after 


lert, animated, assured 


with 


naleptone 





because when depression, mental confusion, emotional 
lability, irritability, or antisocial attitudes are part of the geriatric 
syndrome...an analeptic may be indicated rather than a tran- 
quilizer. The gamut of symptoms caused by hypoxia are effec- 
tively relieved or reversed by the cerebral stimulation of 
ANALEPTONE elixir or tablets. 


Formula—Elixir, 1 teaspoonful: pentylenetetrazol, 200 mg.; niacin, 100 mg.; 
Peptenzyme® Elixir q.s.—Tablets: pentylenetetrazol, 100 mg.; niacin, 50 mg.; 
pepsin 1:10,000, 5 mg. Dosage—' to 1 teaspoonful or 1 to 2 tablets, one to 
three times per day. Available—in bottles of 8 fl. oz. or 100 tablets. 


*T.M. 


REED & CARNRICK Jersey City 6, NJ. Qf% 





petrichloral (pentaerythritol chloral) 





For Safe. 
Normal Sleep 
in the AGED 


PERICLOR 


CAPSULES 


Barbiturates have presented serious disadvantages when used in the 
aged. For example, Moore’ found that: ‘‘Phenobarbital at times, 
particularly in older patients, may produce excitement, dizziness, 
confusion and, in certain patients, an organic kind of psychosis.’ 


After using PERICLOR—in 108 patients—Gatski? found that: ‘With... 
[PERICLOR] an average of two hours more sleep was obtained with 
one-third to one-half the usual dosage of chloral hydrate, and the 
disadvantages of both chloral hydrate and the barbiturates were 
avoided.”’ 


Gatski concluded: ‘‘No untoward systemic or other side actions have 
occurred; hence the preparation may be used in the presence 0 
heart, liver and kidney damage, and in alcoholic rehabilitation. ... 
One of the great advantages of this drug...is the safety factor.’ 


Available on prescription only. 


1. Moore, F.J.: West Virginia M.J. 49:292 (Oct.) 1953. 
2. Gatski, R.L.: Am. Pract. & Dig. Treat. 6:1885 (Dec.) 1955. 


IVES-CAMERON COMPANY 


Philadelphia 1, Pa. 
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PRO-BANTHINE FOR ANTICHOLINERGIC ACTION 





Abnormal Motility as the Cause of Ulcer Pain 


Until recently the general opinion was held that ulcer 
pain was primarily caused by the presence of hydro- 
chloric acid on the surface of the ulcer. 

Present investigations':* on the relationship of acid- 
ity and muscular activity to ulcer pain have led to the 
following concept of its etiologic factor: 

“... abnormal motility® is the fundamental mech- 
anism through which ulcer pain is produced. For 
the production and perception of ulcer pain there 
must be, one, a stimulus, HCI or others less well 
understood; two, an intact motor nerve supply 
to the stomach and duodenum; three, altered 
gastro-duodenal motility; and four, an intact 
sensory pathway to the cerebral cortex.” 

Pro-Banthine® has been demonstrated consistently 
to reduce hypermotility of the stomach and intestinal 
tract and in most instances also to reduce gastric acid- 


ity. Dramatic remissions'in peptic ulcer have followed 
Pro-Banthine therapy. These remissions (or possible 
cures) were established not only on the basis of the 
disappearance of pain and increased subjective well- 
being but also on roentgenologic evidence. 
Pro-Banthine Bromide (Beta-diisopropylaminoethyl 
xanthene-9-carboxylate methobromide, brand of pro- 
pantheline bromide) has other fields of usefulness, par- 
ticularly in those in which vagotonia or parasympatho- 
tonia is present. These conditions include hypermotility 
of the large and small bowel, certain forms of pyloro- 
spasm, pancreatitis and ureteral and bladder spasm. 
1. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: A 


Clinical Evaluation of a New Anticholinergic Drug, Pro-Banthine, 
Gastroenterology 25:416 (Nov.) 1953. 

2. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and Texter, E.C., 
Jr.: Mechanism of Pain in Peptic Ulcer, Gastroenterology 23:252 
(Feb.) 1953. 
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Improve the prognosis in fractures with 





“Premarin” with Methyltestosterone 













Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods. * 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN” with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 








WY, NAVY, AIR FORCE STUDY ON MOTION=S1ICKNESS 
















PREVENTIVES REVEALS... 





BONA MINE 


RAND OF MECLIZINE HYDROCHLORIDE 





1. longest acting— 


“... the duration of action with meclizine [Bonamine] is clearly 
longer than that of the other drugs tested.” 

“. . . for long sea voyages where it may be necessary to continue 
medication for several days, meclizine [Bonamine] seems to be 
the drug of choice.” f 


2. in recommended dosage Bonamine is 
notably free from side reactions — 


Bonamine did not show “. . . a higher incidence of any side-effect 
than did the placebo.” + 


relief of symptoms in minutes 
one dose often effective for 24 hours 


Tablets, tasteless, scored, 25 mg. Chewing Tablets, mint flavored, 25 mg. 










SRG *Trademark 
{ ser tReport of Study by Army, Navy, Air Force Motion Sickness Team: 
Pe oot Ses ‘ 
SS oe J.A.M.A. 160:755 (March 3) 1986. 





PFIZER LABORATORIES, Brooklyn 6, ' 
Division, Chas. Pfizer & Co., inc. 
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Ulysses between Scylla and Charybdis—Bettmann Archive 


between the hazards of high steroid dosage 
and the frustration of inadequate relief 


Because of the complementary action of cortisone and the 
salicylates, Salcort produces a greater therapeutic response 
with lower dosage. Side effects are not encountered, and no 
withdrawal problems have been reported. 

One study concludes: ‘‘Salicylate potentiates the greatly 
reduced amount of cortisone present so that its full effect is 
brought out without evoking undesirable side reactions.””! 





indications: each tablet contains: 
Rheumatoid arthritis .. . Cortisone acetate. . . . 2.5 mg. 
Rheumatoid spondylitis . . . — sey idee bar ee 0.3 Gm. int 
. oe uminum hydroxide gel, 
Rheumatic fever . . . Bursitis a... a 
. ++ Still’s Disease... Neuro- — Calcium ascorbate. . . . 60.0 mg. 4 
muscular affections (equivalent to 50 mg. ascorbic acid) 
Calcium carbonate . .. 60.0 mg. 


‘Busse, E.A.: Treatment of Rheumatoid Arthritis by a Combination of Cortisone 
and Salicylates. Clinical Med. 11:1105 
*US. Pat. 2,691,662 


Bristol, Tennessee + New York « Kansas City » San Francisco 
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POTENT ANTIANEMIA 








THERAPY PLUS BASIC 


NUTRITIONAL SUPPORT 













Priltitab? ° 


IS Iron plus 


2 IBEROL Filmtabs a day supply: 


Ferrous Sulfate, U.S.P., .... 2.66... 1.05 Gm. 
(Elemental lron—210 mg.) 





BSE IORUIAL Ss 02.001. ch idece ec. 1 U.S.P. Unit (Oral) 


(Vitamin B12 with Intrinsic Factor 
% Concentrate, Abbott) 


BE? NOY Ree Nie es a 2 mg. 

LiVOr FRAGHON 2, Nie. iaic ccd cccescescas 200 mg. 

*The PLUS that makes the difference Thiamine Mononitrate.......:..........5- 6 mg. 
Vilter' reported that a diet rich yu) LLY Lo Se CaaS. re OOO are 6 mg. 

in the B-complex vitamins should be prescribed Nise re: ne ne eee 30 mg. 
when treating nutritional anemia, because Pyridoxine Hydrochloride................. 3 meg. 

of the importance of the B complex to cellular Calcium Pantothenate...............0000: 6 mg. 


metabolic functions, OBGott 


1. Vilter, Richard W., Am. J. Clin, Nut., 3:72, Jan.-Feb., 1955 IRBGOGGNGCIGN 6s die wiecneweceeececaneees 
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helps re-establish normal bowel function 











A bulk-producing plantago derivative 
, %, * with thiamine which stimulates peristalsi 
' physiologically, SIBLIN promotes the formation of 
stools of normal consistency for easy passage. 


| a 


in a variety of clinical conditions 


SIBLIN helps to restore and to maintain normal bowel 
function in pregnancy and during lactation, 
in anorectal disorders and following surgical 
operations involving the bowel, in chronic 
constipation, and in diarrhea. 


SIBLIN 


lubricant bulk with thiamine 





supplied 
SIBLIN (in granular form), 4-ounce and 16-ounce packages. 
SIBLIN Tablets, also containing gum kayara, pectin and agar, bottles of 100 and 500. 


S A 


‘ID: PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 





On 
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Exploit fully the use of salicylates in arthri- 
tis—give steroids in minimal doses—combine 
salicylates with corticosteroids for additive 
antiarthritic effect —this is the program 
Spies! advocates in a recent article in the 
Journal of the American Medical Associa- 
tion. 

Treatment of rheumatoid arthritis de- 
mands a “highly individualized program,” 
Spies! writes. The additive action of salicy- 
lates permits use of smaller amounts of hor- 
mones, thus lessening or eliminating their 
well-known side effects. ““A proper mixture 
of salicylates and corticosteroids produces an 
effective antirheumaticagentin many cases.” 


Suit your treatment to your individual 





with BUFFERIN 







arthritic patient. Use the hormone you pre- 
fer, in the dosage you think best, but for 
better results combine it with BUFFERIN, the 
salicylate proved to be better tolerated by 
arthritics.? 

BUFFERIN contains no sodium, a marked 
advantage when cardiorenal complications 
make a salt-restricted diet necessary. 

Each BurFrFErIN tablet contains 5 grains 
of acetylsalicylic acid 
and the antacids mag- 
nesium carbonate and 
aluminum glycinate. 


EFERENCES: 
J.A.M.A. 159: 645 (Oct. 15) 1955. 
J.A.M.A. 158:386 (June 4) 1955. 
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BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. 
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. the most effective antihypertensive agent available.’”! 
Aar-U-)toche)(cm-veles-r-Uc-Muct-ateol-vous CoyumaetcMecteelelbllctue) mrmect-verctsicyee(cvel ame) meh golem 


999 ‘ 


tensive patients. 


. reduction of the blood pressure may be achieved in substantially 


993 


all forms of hypertension. 


. possible in most patients to get a good control over blood pressure 


994 


levels with comparatively few side-effects. 


. significant falls . .. occurred in systolic and diastolic blood pressure. 


... The cardiac, retinal and coronary status of all patients was im- 
proved.’ 


1. Moser, M.: New York State J. Med. 55:1999 (July 15) 1955. 2. Agrest, A., 
and Hoobler, S.W« J.A.M.A. 157:999 (March 19) 1955. 3. Smirk, F.H.: Am. J. 
Med. 17:839 (Dec.) 1954. 4. Smirk, F.H., and McQueen, E.G.: J. Chron. Dis. 


i 
(May). 1955. 5. Waldman, S., and Pelner, L.: Am. J. M. Sc. 231:140. Philadelphia 1, Pa. 


1956. 
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TARTRATE Pentolinium Tartrate 
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At Last... 
SIMPLIFIED NEBULIZATION THERAPY 


for ASthma 


MEDIHALER 


Provides Measured, Uniform Dosage Inhalation Therapy, 
Trouble-Free, Promptly Effective 


@ True Nebulization—80 per cent of particles measure from 
0.5 to 4 microns radius—insuring effective penetration of 
respiratory tract. 


@ Medication, in leakproof, spillproof bottle, cannot deteri- 
orate by exposure to light or oxidation. Each 10 cc. bottle 
provides 200 inhalations. 


@ Medihaler Oral Adapter is inexpensive, 
unbreakable. No breakage of costly glass 
nebulizers. 


@ Aerosol dose released is always the same, 
does not depend on patient strength or on 
amount in bottle. One or occasionally two 
inhalations provides relief for most pa- 
tients. Notably safe for use with children. 


>KMEDIHALER-EPI *™ 


0.5% solution of epinephrine U.S.P. 


>KMEDIHALER-ISO *™ 


0.25% solution of isoproterenol HCI U.S.P. 


In your first prescription for the 
patient be sure to write for medica- 
tion (whichever you choose) AND 
the Medihaler Oral Adapter (pack- 
aged and sold separately), since 
medications cannot be used without 
Adapter. For refills, write Rx for 
medication only. 


*The Medihaler principle of effec- 
tive antiasthmatic therapy offers 
your favorite bronchodilators in 
special Medihaler aerosol form. 
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“The really old people are those 10 
years older than myself.”? 


“In the lay mind, anyone past 60 is 
ready for the discard .. .”* 

“.. . there are only three principal 
phases in the span of life: infancy, 
adolescence and senescence.’”* 


“One finds alert, interesting, active 
folks in the 80’s and, on the other 
hand, there are people in the 20’s and 
30’s who have all the characteristics 
of old age.”4 
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THE REAL QUESTION 

To the physician on the firing line of 
daily practice, the question of “how old 
is old?” seems academic. ‘Io him, a more 
valid question is “How can I allay the 
effects of the aging process?” 


ed 
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FIVE PROBLEMS IN AGING 


The answer, according to most author- 
ities, is manifold, for five treatable 
problems seem to predominate. One, ob- 
viously, is gonadal hormone decline. An- 
other is mild anemia. A third is the 
decreased production of gastric and 
digestive enzymes. Mineral-vitamin de- 
ficiency is the fourth. And the fifth — 
perhaps most important — is inadequate 
high-quality protein intake. 


HOW LD Is oLp ? 





THERAPY FOR AGING 


Judging from this confused clinical pic- 
ture of aging, therapy for the problem 
would appear difficult. However, most 
physicians agree that a product which 
could correct most or all of these five 
commonest problems would remove past 
obstacles to satisfactory response. Such a 
product would, essentially, be true “pre- 
ventive geriatrics.” 


NEOBON’S COMPREHENSIVE FORMULA 
NEOBON®, a product of Roerig research, 
is a blended combination of the five 
most commonly indicated factors for pre- 
vention or treatment of the nonacute 
conditions of aging. Each soft, soluble 
capsule provides: 

Non-stimulatory gonadal 

hormone replacement 

balanced hematinic component 

digestant enzyme replacement 

specially formulated mineral- 

vitamin combination 

new lysine, for protein 

improvement* 























* Protein deficiency among the aging 
apparently stems from their excessive 
intake of white-flour foods which furnish 
incomplete protein of low biologic 
value. White bread protein, for exam- 
ple, has been shown by nutrition studies 
in animals® to be deficient only in the 
amino acid, lysine. In human subjects 
metabolic determinations indicate that 
the addition of supplemental lysine to a 
basal white-flour protein diet can con- 
vert a negative nitrogen balance into a 
positive one.® 

A WORD ABOUT 
SYMPTOMATOLOGY 

In spite of jokes to the 
contrary, the patient who 


states in the professional office that “old 
age is creeping up” is a rare bird indeed. 





Seldom is old age the presenting com- 
plaint. Thus the physician, after cor- 
recting the specific complaints, must 
re-evaluate the whole person to judge his 
candidacy for ‘“‘preventive geriatrics.” 


Such people have much to gain from 
NEOBON therapy. The rewards are fuller, 
more active, more pleasurable years for 
patients past 40. The daily dose (3 cap- 
sules) of NEOBON provides: 


L-lysine. . oe ee tee 150 mg 
Methyltestosterone. Oe aay el ee ea 3 mg. 
Ethinyl Estradiol * - + 0.018 mg 
Pancreatic Substance*#, ores 150 mg. 
Glutamic Acid . sae aoe 90 mg. 
Rutin ‘ «0 «© «cag ene 
Vitamin A (Palmitate) . is + « 6,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) » « « 600U.S.P. Units 
Vitamin E (as Tocopheryl Acetate). . . . . . I5NU. 
Calcium Pantothenate vs 15 mg. 
Thiamine neg y (Vitamin By) - «+ 1.5 mg. 
Riboflavin (Vitamin Ba) s « w 1.5 mg. 
Pyridoxine Hydrochloride ‘vitamin Be) e « 1.5 mg. 
Niacinamide*. . er 150 mg. 
Ascorbic Acid (Vitamin c) ° . es. * « 150 mg 
Vitamin By (Oral Concentrate) . a ae ae oe 3 mcg 
Folic Acid . 6 eo es os ss Boe 
Liver-Stomach Substance** . a a a 300 mg. 
Iron (from Ferrous Gluconate) . eo e« 6 0 « «eee 
Cobalt (from Cobaltous Sulfate) ‘ en 0.1 mg. 
Molybdenum (from Sodium Molybdate) Pe . * 2 mg. 
Copper (from Cupric Sulfate) . . . Pee 1 mg. 
Manganese (from Manganous Sulfate) ¢ « 1 mg. 
Magnesium (from Magnesium — . ° 6 mg 
lodine (from Potassium lodide) 0.15 mg 


Potassium (from Potassium Sulfate) + «elo Onl 5 mg. 
Zinc (from Zinc Sulfate). . 1.2 mg. 
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+ Enzymatically active defatted material obtained from 
750 mg. of whole fresh pancreas. 
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Supplied: Bottles of 60 capsules, prescription only. 
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Now also available for your considera- 
tion is NEOBON LIQUID, which provides 
hematinic action, improved carbohy- 
drate and protein utilization, gonadal 
and thyroid hormone supplementation 
and a mild antidepressant action. 

The pleasant tasting liquid is espe- 
cially indicated when a combined attack 
against nutritional, physiological and 
mental depression is indicated. Each tea- 
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required. 
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REAGENT STRIPS 


specific enzyme test for urine glucose 


just dip 
and read 


complete specificity ... unaffected by non- 
glucose reducing substances... differenti- 
ates glucose from other urine-sugars... 
thousands of tests reveal no substance 
causing a false positive. 


extreme sensitivity ...detects glucose con- 
centrations of 0.1% or less. 


utmost simplicity and convenience...a 
CLINISTIX Reagent Strip moistened with 
urine turns blue when glucose is present. 


qualitative accuracy...used whenever 
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presence or absence of glucose must be 
determined rapidly and frequently. 


CLINISTIX does not attempt to give quan- 


titative results because so many factors in 
urine influence enzyme reactions. 


economy...CLINISTIX saves time and 
cuts costs...each strip is a complete test 
rapidly performed without reagents and 
equipment. 


available: Packets of 30 CLinistix Re- 
agent Strips in cartons of 12—No. 2830. 
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For controlling cough 
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Milligram for milligram, 
Romilar is equal to codeine 
in specific 


antitussive effect 


For avoiding unwanted side effects 


IS CLEARLY BETTER THAN CODEINE 


Non-narcotic, 
non-addicting— 

does not cause drowsiness, 
nausea, 


or constipation 
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Announcing 


‘INVERSINE?’ 


Mecamylamine Hydrochloride 


An oral antihypertensive 
that is 


TOTALLY NEW 


CHEMICALLY DIFFERENT 


CLINICALLY RELIABLE 








The same dose provides the same results . 


.. day after day. 
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NVERSINE,’ a secondary amine, is a 
new and extremely potent antihyper- 
tensive agent. It is totally unlike the 
poorly and erratically absorbed gan- 
glionic blockers of the quaternary am- 
monium type and has the following 
clinically demonstrated properties: 

1. Excellent reproducibility of effects. 
2. Most potent of all available oral 
ganglionic blockers (10 to 20 times 
more potent than pentolinium and 
about 90 times more potent than hexa- 
methonium). 














3. Smooth, predictable response: In a 
given patient, the same dose of ‘INVER- 
SINE’ elicits the same blood pressure 
response, time after time, with minimal 
day-to-day fluctuation. 

4. Remarkable physiologic economy re- 
sulting in long duration of action, sus- 
tained effect. 

5. Gradual onset of effect. 

6. Small oral dosage produces required 
hypotensive effect. 

7. Effective even in patients refractory 
to hexamethonium and other ganglionic 
blocking agents. 


In all these respects, ‘INVERSINE’ 
differs greatly from all other available 
ganglionic blocking agents and is, in 
effect, in a unique category among anti- 
hypertensives. 


CLINICAL STUDIES 


‘INVERSINE’ has been used by many in- 
vestigators on thousands of patients. In 
all this clinical work, this new and very 
potent agent has amply fulfilled its 
laboratory promise. By demonstrating 
reproducibility, high potency and 
smooth effectiveness with minimal fluc- 
tuation — all resulting directly from its 
complete absorption from the gastro- 
intestinal tract — ‘INVERSINE’ has suc- 
cessfully circumvented many of the 
objections to the use of ganglionic 
blockade in hypertension. 

In the opinion of one reviewer “. . . 
the most useful ganglionic blocking 
agent to be introduced is mecamylamine 
(‘INVERSINE’). . . . This drug is com- 
pletely absorbed when given by mouth 
and has such a gradual onset and offset 
of action that a continuous and effec- 
tive level of blockade can readily be 
achieved... .”1 


Further, in one of many clinical 
trials,} ‘“‘The over-all response rate was 
92%, and 24% of the patients became 
normotensive.”? Investigators have 
found ‘INVERSINE’ to be “. . . the most 
potent and effective of the three drugs 
in reducing the blood pressure. . . .” 
[‘INVERSINE’ and two other ganglionic 
blocking agents. |? 

Moreover, following ganglionic block- 
ade with ‘INVERSINE,’ some patients 
with hypertension may experience re- 





lief of pre-existing headache and angina 
pectoris. Many patients with retino- 
pathy, congestive heart failure and elec- 
trocardiographic abnormalities, have 
shown signs .of improvement during 
treatment with ‘INVERSINE.’ 


‘INVERSINE’ was thus shown to be 
most valuable in the management of 
hypertensive vascular disease. 


SIDE EFFECTS 


‘INVERSINE’ (mecamylamine), though 
comparatively nontoxic, is a very po- 
tent agent which must be used with 
care. Side effects observed during clini- 
cal use are due to excessive pharma- 
cologic action. They may be minimized 
by careful adjustment of dosage and 
close supervision of the patient. 
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Judged by any standard ‘INVERSINE’ 
(mecamylamine) is the most satisfac- 
tory agent in the treatment of hyper- 
tension by ganglionic blockade. It is 
the most potent and most reliable oral 
agent for the management of hyper- 
tension. 
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+ In this clinical trial all patients were 
given, in addition to one of the gan- 
glionic blocking agents, a constant 
daily amount of reserpine. 
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Dear Doctor: 

Urolitia is especially useful for elderly patients with residual 
urine due to cystocele or enlarged prostate, in whom perma- 
nent sterilization of the urine cannot be expected. 

Urolitia rapidly controls E, coli, S. albus, and S. aureus in- 


fection. It soothes burning urination, clears infected urine, 
provides simple dosage, and is economical for long-term use. 
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A New Dietary Management for 


 CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.’ Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 


*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 
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In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES PAINFUL /n minutes—URISED relaxes and relieves painful smooth muscle 
MUSCLE SPASM spasm through the parasympatholytic action of atropine, 
hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


PROVIDES POTENT /n minutes—URISED’S methenamine, salol, methylene blue 
BACTERIOSTASIS == and benzoic acid police the urinary tract to combat bacterial 
growth, reduce bacterial and pus-cell content, and 
encourage healing. 
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ALL SYMPTOMS action is coupled with similar swiftness in relieving urgency, 
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any degree of failure 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Certain diuretics are apt to mask the gradual onset of severe failure because they 
are effective only in the milder ambulatory cardiacs. The recurrent accumulation of 
fluid permitted by intermittent or arbitrarily limited dosage must eventually pro- 
gress to more severe decompensation. 


Because they can control any grade of failure, the organomercurials improve prog- 


nosis and prolong life. 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
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a standard for initial control of severe failure 
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syMpPostumM: Care of the Elderly Cancer Patient 


FOREWORD 


Care of the elderly cancer patient 


CHARLES S. CAMERON, M.D. 


NEW YORK, NEW YORK 


Over one hundred and fifty vears ago, 
Horace Walpole wrote, “About the time 
I die, or a little later, the secret will be 
found how men may live forever.” Ob- 
viously he was joking—which is to say 
he did not really believe it. It is not 
likely that he would have seriously pre- 
dicted that the next century and a half 
would see the life span of man doubled, 
yet it has been. A baby born in Wal- 
pele’s day could look forward to thirty- 
three years of living, while today in the 
United States, the life expectancy of 
males is 68, and that of the weaker sex 
has passed the scriptural three score and 
ten. Indeed, within the lifetime of many 
now living, longevity has increased so 
remarkably and the resulting changes in 
the pattern of causes of illness and death 
have been so striking, that the medical 
and social orders have been caught un- 
prepared. 

As recently as my medical school days 
—twenty-one years ago, if you must 
know—such traditional importance was 
still accorded typhoid fever that we 
were subjected to six didactic lectures 
on the disease. Most of my classmates 
have never encountered it. On the other 





CHARLES S$. CAMERON, who serves as guest editor 
for this symposium, is medical and scientific di- 
rector of the American Cancer Society and an 
associate editor of Geriatrics. 





hand, I do not remember that during 
training I ever examined or saw a patient 
with lung cancer, which is now the first 
or second commonest major cancer af- 
fecting men. 

Since the incidence of cancer rises 
steadily with age and precipitously after 
50, and since the over-50 segment of our 
population is increasing rapidly (three- 
fold in fifty years), it follows that cancer 
is a major problem of geriatrics. It is al- 
together fitting, therefore, that an issue 
of this journal, devoted to the medical 
problems of aging persons, should con- 
cern itself exclusively with cancer. 

As I reviewed the papers submitted, 
two principles seemed worth emphasiz- 
ing here. First is the concept that age of 
itself should not determine management. 
Of course, age in specific instances may 
have created circumstances which speak 
against aggressive attempts to cure. The 
point is that all too often years alone are 
used as the basis of deciding what to do. 
There is, for example, no longer any 
defensible reason for rejecting in radical 
prostatectomy a hale man, with no evi- 
dence of extension, merely because he 
75, 

The second concept has to do with the 
patient who obviously cannot be cured. 
The question of whether “to prolong the 
agony” still arises. When it does, we shall 
do well to remember that the doctor’s 


Geriatrics, September 1956 365 

















commitment is threefold: (1) to prevent 
illness, (2) to cure illness, and, when he 
cannot, (3) to assure such comfort as is 
possible. Legally, ethically, and morally 
the doctor is committed to the last of 
these just as firmly as he is to the other 
two. And it is a commitment which is 
now easier and more rewarding to dis- 
charge than it ever was before. Indeed, 
were all doctors to approach the treat- 





ment of hopeless cancer and follow 
through with the same energy and inter- 
est they show for diabetes, peptic ulcer, 
or pneumonia, the problem of cancer 
quackery would diminish substantially. 

Cancer is no new thing, but its prev- 
alence is new and methods of treating it, 
whatever its stage, are new. The profes- 
sional attitude toward it needs to be new 
as well. 


A note of appreciation 
trom the editor 


@In this symposium assembled by Dr. 
Charles S. Cameron, readers will find 
much helpful information on what can be 
done for the aged patient with cancer. 

Dr. Brunschwig’s article is of great 
value because it will show physicians that 
in the past they have often been wrong 
in saying to a family, “Don’t do anything 
about your father’s cancer; the proba- 
bility of a cure is too small; and anyway, 
he is too old to stand the operation.” 
Every surgeon of experience knows that 
wiry old people commonly go through 
an operation with remarkable ease. Pres- 
ence of hypertension or the scar of a 
coronary infarct need not cause the sur- 
geon to stay his hand. Highly important 
also is Dr. Homburger’s article in which 
he shows that there is much that can be 
done to lessen pain, prolong life, and sus- 
tain the spirit of the person with ad- 
vanced cancer. 

The article by Dr. Young will be help- 
ful to many physicians who wonder if a 
certain lesion on the skin must be excised 
or dessicated quickly. Dr. Bluefarb brings 
out the point that not all of the “pre- 
cancerous” lesions become cancerous 
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within the lifetime of the patient. They 
might so develop if he were to live long- 
er. But this does not mean that they 
should be neglected. I intend to keep a 
reprint of this article handy to help me 
when I see what I fear is a precancerous 
lesion. Dr. Stein tells us what can be ac- 
complished today with radioactive iso- 
topes in treatment of cancer, and what 
isotopes hold the greatest promise for the 
future. 

Very important is the article by Dr. 
Rossman on the home care of patients 
with advanced cancer. Today the first 
thought of a physician when he is asked 
to examine or treat a patient is, “Get him 
into the hospital,’ despite the fact that 
hospital costs for the long-term patient 
may be prohibitive to the family income. 
Under the circumstances, the medical 
profession, all hospital authorities, all so- 
cial service workers, and all dispensers of 
funds for aid must be grateful to the 
group at Montefiore Hospital who for 
nine years have been working out meth- 
ods of taking care of the chronically ill 
at home. Through this extramural pro- 
gram, the patient is assured the best of 
care at greatly reduced cost and the ben- 
efit of the warm, familiar home environ- 
ment. 

WALTER C. ALVAREZ, M.D. 



























SYMpPosIUM: Care of the Elderly Cancer Patient 


Age of patients in relation 


to radical cancer surgery 


ALEXANDER BRUNSCHWIG, M.D. 


NEW YORK, NEW YORK 


® Not many years ago, the age of a 
patient was considered an important fac- 


tor in evaluation of operative risk. Al- 
though elderly patients are certainly not 


as good operative risks as younger pa- 
tients, experience in recent years has 
taught us that advanced age is not in 
itself a serious deterrent to surgical in- 
tervention, especially for cancer. I say 
especially cancer, not because cancer pa- 
tients constitute a special group, but be- 
cause cancer presents an urgent problem 
compared with situations such as silent 
gallstones, mild attacks of cholecystitis 
at long intervals, and malunion of frac- 
tures that have existed for some time, 
but do not cause pain or other serious 
disability. 

Experience has shown that major sur- 
gical procedures are usually well toler- 
ated by elderly subjects when the gen- 
eral condition is normal for their age 
and when there is no evidence of marked 
degenerative disease involving the cardio- 
vascular, renal, or central nervous sys- 
tems. Of course, the incidence, extent, 
and severity of such disease is greater in 
older than in younger individuals, and, 
therefore, a greater percentage of older 


ALEXANDER BRUNSCHWIG is attending surgeon at 
the Memorial Hospital for Cancer and Allied 
Diseases and professor of clinical surgery at 
Cornell University Medical College, New York. 


Operative risk for major excisional 
surgery in the elderly cancer patient 
should be determined by the extent 
of cardiorenovascular impairment 
rather than by the age of the patient. 
Older individuals are often more fit 
to withstand strains of radical surgery 
than are persons younger in chrono- 
logic age. 


persons will fall into the “‘poor-risk” class, 
but this is owing to the fact that they 
have lived a longer time. 

Mass statistics are of minor impor- 
tance when it is a question of a given 
individual. Each patient should be evalu- 
ated as an operative risk entirely on his 
own status. 

Cancer presents an urgent situation 
and when it can be properly excised, this 
should be carried out in the elderly pa- 
tient as in any other individual. The long 
established practice of withholding radical 
procedures in favor of short-circuiting 
operations simply because the patient is 
old, is becoming less and less justified. 

Merely by the fact of having survived 
to a great age, these individuals have 
shown that they are strong organisms, 
and, far from being feeble when faced 
with the physiologic strains of a major 
procedure, are well able to cope with 
them. Generally, weakened organisms do 
not survive to advanced age. 
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Case Histories 


Several examples may be cited of cases 
in which, if short-circuiting operations 
or no excisional operations at all had 
been performed, patients would have 
been deprived of the benefits of re- 
cently developed radical surgery. Should 
these patients have survived as long as 
they have, they would still harbor their 
malignant growths and would not ap- 
pear to be well and free of cancer, as 
they are at present. 


Case 1. Patient O. P., a 73-year-old white 
woman, was admitted to the hospital on April 
4, 1952, because of general pruritus and icterus 
of about five weeks’ duration. A laparotomy 
was performed on April 8. A firm small mass 
about 2.5 cm. in diameter was palpated in the 
upper portion of the head of the pancreas and 
in the lower portion of the porta hepatis. The 
common duct was moderately dilated. There 
was no evidence of cancer elsewhere. 

A radical pancreatoduodenectomy was _per- 
formed, as shown in figure I. The transected 
common duct was implanted into the upper end 
of the jejunum, with end-to-end anastomosis. 
The gallbladder was anastomosed into the side 
of the jejunal loop. A polya-type gastrojejunos- 
tomy was performed lower down in the jejunal 
loop, which had been brought up for the anasto- 
mosis. The neck of the pancreas was ligated 
with linen and was not reimplanted into the 
bowel.’ 

The pathologist’s report was: adenocarcinoma 
involving terminal pancreatic ducts and common 
bile duct. The exact point of origin was diffi- 
cult to determine, but was probably the pan- 
creatic ducts. The remainder of the pancreas 
showed interstitial fibrosis and pancreatic atro- 
phy. Porta hepatis nodes were negative. The 
surgical specimen is shown in figure II. 

Convalescence was complicated by persistent 
gastric atony which eventually disappeared and 
the patient was discharged on the twentieth 
postoperative day. 

Four years later, at the age of 77, her general 
status is excellent. She lives alone and maintains 
her own house. 


Comment: The conservative surgical 
approach for this patient would have 
been a cholecysto-enterostomy to re- 
lieve jaundice. Because cancer of the 
head of the pancreas is generally so viru- 
lent, calculated odds might have indi- 
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cated that, at age 73, it would be better 
to be absolutely sure of a few more 
months of life than to take great risks 
for a possible greater prolongation of 
life. Actual events proved otherwise. 
Had only a short-circuiting operation 
been performed, I doubt whether this 
patient would be alive today. If she 
were, I doubt that she would be in ex- 
cellent status and free from evidence of 
disease. 

This particular case is not unique nor 
is it a curiosity. An even more pertinent 
case is that of Mrs. A. S. S., cited by 
Dennis and Varco.’ This 70-year-old pa- 
tient with severe arteriosclerosis and 
cardiac decompensation two years pre- 
viously had undergone a radical pancrea- 
toduodenectomy for cancer of the head 
of the pancreas—the operation of neces- 
sity taking twelve hours. Following dis- 
charge from the hospital, there ensued a 
series of vicissitudes, including, over sev- 
eral years’ time, stone in the common 
duct, which was removed by operation; 
continued precarious cardiac status; in- 
tracapsular fracture of the neck of the 
femur; Colles’ fracture of left wrist; 
cholangeitis; phlebitis; pulmonary infarc- 
tion; and compression fracture of the 
first lumbar vertebra, complicating a fall 
at home. Death at 80 years of ‘age, ten 
years after the pancreatoduodenectomy, 
came from cardiac failure. Necropsy 
showed no evidence of cancer anywhere. 

A second patient 70 years of age, also 
reported by Dennis and Varco,’ under- 
went radical pancreatoduodenectomy for 
cancer of the head of the pancreas and 
is living and well at 75, more than five 
years later. 


Case 2. Patient L. W., a white woman of 65, 
was admitted to the hospital April 12, 1949, 
because of severe and increasing dysphagia, 
palpable upper abdominal mass, and previous 
roentgenographic evidence of carcinoma of 
stomach. On April 15, laparotomy was _ per- 
formed, revealing carcinoma in the lower third 
of the stomach with obvious direct extension 
into the gastrohepatic ligament, metastases to 
nodes on the greater and lesser curvatures, and 














Cancer Head of 
Pancreas 


Fic. 1. Diagram showing operation as performed 
in case 1 for excision of cancer of head of 
pancreas. 


Fic. 1. Case 1. Posterior view of surgical spec- 
imen, consisting of lower stomach, duodenum, 
and head of pancreas resected for carcinoma of 
pancreas (c). The patient was 73 at time of 
operation. 


firm adhesion of gastric carcinoma to the body 
of pancreas. 

A total gastrectomy was performed with en 
masse excision of all omentum, spleen, gastro- 
hepatic ligament and body of the pancreas. 
Esophagojejunostomy and entero-enterostomy. 


The pathologist’s report was: adenocarci- 
noma of stomach with extension through 


stomach wall to the gastrohepatic ligament and 
metastases to nodes along the greater and lesser 
curvatures. The pancreas and spleen were un- 
involved by cancer. 

Convalescence was essentially uneventful and 
the patient was discharged on the twenty-third 
day. 

The patient has now survived almost seven 
years and is in good condition at 72. 


At the time of operation, a conservative 
point of view would have said—here is a 
frail patient of 65 with cancer of the 
stomach spread outside that organ, in- 
filtrating the body of the pancreas, and 
metastasized to nodes along the greater 
and lesser curvatures, and whose case is, 
therefore, essentially inoperable. Given 
this situation, the abdomen should be 
closed and palliative care instituted in 
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the form of sedation. Here again the rad- 
ical approach was followed, with a for- 
tunate turn of events. And here also, 
allowing for spontaneous slow growth of 
cancer, it is difficult to imagine that this 
patient would be alive, well, and without 
evidence of disease had no radical pro- 
cedure been carried out seven years pre- 
viously. 

Case 3. Patient R. B., a 63-year-old woman, 
had received radium implantation and pelvic 
cycles of x-ray therapy for carcinoma of the 
corpus uteri two years before admission to our 
hospital. Nine months before, she had had, else- 
where, a radical panhysterectomy for recurrence 
in the uterus. 
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Recurrent Carcinoma 
Corpus 












ric. ut. Case 3. Total pelvic exenteration with bilateral ureterocolostomy and wet colostomy per- 
formed for recurrent endometrial cancer after previous radiation therapy and hysterectomy. 


When seen in this institution, she had evi- 
dence of a second recurrence. On December 3, 
1949, a total pelvic exenteration was done with 
formation of a wet colostomy for recurrent 
corpus cancer in the pelvis involving bladder 
and rectum, as shown in figure III. Convales- 
cence was uneventful at first, but the tempera- 
ture began to rise daily to 100° or 101° F. It was 
deemed advisable to perform a transverse colos- 
tomy to divert the fecal stream from the ureteral 
implantation sites. Two weeks later, the colos- 
tomy was closed and the patient discharged on 
the fifty-sixth day after the exenteration. 

At the present time, six years and two months 
following the total pelvic exenteration and over 
eight years following the initial unsuccessful 
treatment of the uterine cancer by radiation, 
she is symptom-free, well-adjusted to the wet 
colostomy, and as active as any normal woman 
of 73. 

Comment: This last case represents a 
total pelvic exenteration. This procedure 
would seem to constitute a very severe 
physiologic strain upon the organism— 
possibly the greatest of any abdominal 
operation because it is lengthy and in- 
cludes three major procedures in one: 
total cystectomy with bilateral uretero- 
colostomies, abdominoperineal resection 
of the rectal colon with end colostomy, 
and complete radical excision of recurrent 
mass of pelvic cancer with pelvic node 


27 
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excision. In this group, hospital mortality 
has been relatively high. 

In a previously reported series of such 
operations? the surgical mortality rate 
related to age was as follows: 





Number of Hospital 
Age patients mortality 
30-39 41 ‘hy 
40-49 111 16 
50-59 100 22 
60-69 52 23 
70-79 4 25 








Yet it must be pointed out that the 
surgical mortality in the 60 to 69 year 
group and the 70 to 79 year group (small 
series) is about the same as in the 50 to 
59 year group. 


Discussion 


Age per se should not be an important 
determining factor in the decision re- 
garding major excisional surgery for can- 
cer in elderly patients. There is no in- 
complete operation for cancer. Either 
the growth should be entirely excised, 
or nothing should be done unless there 








ny 


are acute obstructions which can be 
easily relieved without removal of the 
growths producing them. However, sur- 
geons are now getting away from pallia- 
tive, short-circuiting operations and are 
carrying out excisional procedures which 
relieve obstructions, even though distant 
extension of disease is not resectable—for 
example, excisions for obstructing gastric 
or colonic lesions in the presence of 
hepatic metastases. 

The attitude that the elderly cancer 
patient, whose life expectancy under 
normal circumstances is not very long, 
should be spared the risk of total excision 


of the cancer, but subjected to short- 
circuiting operations if necessary, is be- 
coming less tenable. It is not the age that 
constitutes poor surgical risk, but the 
extent of cardiorenovascular impairment. 
Individuals in advanced age groups are 
often more fit to withstand the strain of 
radical surgery than are persons younger 
in chronologic age. There are exceptions, 
of course, but these are made for each 
individual situation and based upon judg- 
ment formulated by experience. Unfor- 
tunately, experience cannot be handed 
down, but must be acquired by each 
surgeon as he himself develops. 
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THE FREQUENCY of cerebral vascular insufficiency following minor 
surgery in the aged is caused by decreased adaptability and presence of 
arteriosclerosis. Cerebral anoxia resulting in transient or permanent 
neurologic damage may occur from seemingly minor disturbances in 
cerebral circulation. Possible factors in its production are hypotension, 
anesthesia, indiscriminate use of analgesics, surgery, and immobilization. 

Cerebrovascular complications are most likely to occure in trau- 
matic surgery with appreciable blood loss, and in cataract operations 
because of the advanced age of the average patient and forced im- 
mobilization. 

Impending disturbances may take the form of mild transient con- 
fusion, irritability, or headache during the first postoperative nights 
with clearing of symptoms during the day. 

Wider use of spinal or local anesthesia when feasible, short operat- 
ing time, adequate blood replacement, early ambulation, frequent turn- 
ing, intermittent hyperventilation with 5 to 10 per cent carbon dioxide 
and oxygen mixture, and judicious use of analgesics and sedation are 
advocated to minimize production of cerebral hypoxia. 





E. M. HAMMEs: Cerebral vascular insufficiency following minor surgery in the aged. 
Am. J. Surg. 91: 924-928, 1956. 
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syMPosiuM: Care of the Elderly Cancer Patient 


The care of patients with 


advanced cancer 


FREDDY HOMBURGER, M.D. 


BOSTON, MASSACHUSETTS 


@ The care of patients with advanced 
cancer is largely a geriatric problem, 
since, with the exception of the leu- 
kemias, lymphomas, certain sarcomas, 
and tumors limited to childhood, the 
majority of advanced or recurrent in- 
operable tumors occur in aged people. 
Thus, those who are interested in treat- 
ing neoplastic disease beyond the point 
where surgeons or radiologists have given 
up will often have to cope with not only 
the manifestations of the neoplastic dis- 
ease per se, but the many infirmities of 
the aged as well. 

To care for the unfortunate patients 
afficted with incurable cancer and the 
ravages of degenerative disease is one 
of the great remaining frontiers of medi- 
cine and truly a challenge for the physi- 
cian’s knowledge and compassion. In 
order to provide for these patients the 
best management that modern medicine 
has to offer, one must master the “dis- 
cipline of chemotherapy”: as well as 
internal medicine and, more specifically, 
the geriatric skills intended to alleviate 
the consequences of debilitating disease 
of old age. 

Even today a majority of patients with 
advanced inoperable cancers are not re- 
ceiving the best possible medical care. 


FREDDY HOMBURGER is research professor of med- 
icine in the Department of Surgery, and director 
of the Cancer Research and Control Unit, Tufts 
University School of Medicine, Boston. 
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The patient with advanced cancer 
has a right to expect the best of care, 
the physician’s full attention, and any 
palliative measures that may seem 
helpful. Much pain can be controlled, 
nausea can be suppressed, discourage- 
ment can be overcome, some tumors 
can be slowed, life can occasionally 
be prolonged, and nearly always can 
be made tolerable. 


This is due to many factors. Foremost 
among these are ignorance and _pessi- 
mism on the part of the physician or 
surgeon. Equally important and even 
more devastating is the indifference of 
most of the medical schools toward prob- 
lems of geriatrics in general and problems 
of incurable cancer in particular. 

Only a very few medical schools have 
teaching affiliations which amount to 
more than purely nominal arrangements 
with institutions caring for chronically 
ill and aged patients. Thus ignorance and 
pessimism among physicians are per- 
petuated, for only occasionally do med- 
ical students learn anything about the 
simple, yet important measures that can 
make the difference between intolerable 
suffering and a reasonably bearable ex- 
istence for these cancer patients. 

As a result of this deplorable situation, 
most patients dying from cancer are sub- 
jected to considerable suffering, and the 
public has come to accept such agonies 





as inevitable and synonymous with death 
from cancer. Actually, there is a limited 
number of situations in which skillful 
management cannot avert much of this 
suffering. Such is admittedly the case in 
the terminal phases of some brain tu- 
mors, facial neoplasms, and lesions of the 
rectum, bladder, cervix, and vulva. For 
the rest, the patient dying of cancer 
should not suffer unduly. Most pain can 
be controlled, nausea can be suppressed, 
depression and discouragement can be 
overcome, some tumors can be slowed, 
in some cases life may even ‘be pro- 
longed, and in most instances it can at 
least be made tolerable. Some cases illus- 
trate this point: 


Case 1. In 1951, Mrs. B., a woman of 68, felt 
a lump in her left breast and sought medical 
advice. She suspected breast cancer since her 
sister had died from this disease some ten years 
earlier. Two weeks after her first suspicion, a 
radical mastectomy was done and the lymph 
nodes in her axilla were found to be invaded 
by a grade IV adenocarcinoma. She recovered 
from the operation and was left without dis- 
ability except some swelling of the left arm. 
She returned to operate her own tourist camp 
and home laundry. It was two years before she 
complained of severe pain in the upper thoracic 
region and roentgenograms showed metastases. 
X-ray therapy to the involved area resulted in 
diminished pain, but the patient became de- 
pressed and anticipated that she would soon be 
wracked by pain and slowly perish as her sister 
had done. She dreaded hospitalization as she 
was already in debt to surgeons and hospitals. 
She had hoped to earn enough money during 
the season to settle her debts and to provide 
for her terminal illness. 

The patient was first reassured that, under no 
circumstances, would she be allowed to suffer. 
It was explained that her cancer had spread, 
but that with hormonal therapy she might have 
far less suffering than her sister had had before 
the days of this treatment. She was given 
methylandrostenediol, cortisone, thyroid, and 
Thorazine and was advised to take a diet low in 
salt. She was seen every week and made to feel 
that the physician was vitally interested in her 
problem. When pain developed in the right 
chest, where metastases had invaded rib and 
pleura, she received ambulatory radiotherapy. 
Her regime was later changed to include estro- 
gens and, when edema appeared, she received 
ammonium chloride and Mercuhydrin. 

She concluded the season doing most of her 


work herself. She required occasional salicy- 
lates and, only rarely, Demerol and Nembutal 
for sleep. By the end of the summer, although 
roentgenograms showed widespread metastases, 
she was no worse than at the beginning of the 
season, had paid off her debts, and had laid 
aside some money as she had planned. 

The alternative to this course, and what her 
local physician had actually commenced to do, 
was to prescribe morphia—around the clock if 
necessary—and to advise the patient to call him 
if needed. 

It is by no means certain that the disease 
would then have progressed more rapidly, but 
the patient could not have worked as she did. 


Case 2. Mrs. J., a woman in her 50’s and the 
wife of a university teacher in the biologic 
sciences, had an operation for cancer of the 
breast a year before she was seen by us. Soon 
after the operation, symptoms of bone metas- 
tases had appeared. The surgeon who handled 
the case from the beginning instructed the hus- 
band to administer codeine subcutaneously “as 
needed” and morphine for severe pain and rest- 
lessness. She was also given Pentothal Sodium 
at night. As a result of this medication, she 
became extremely constipated, nauseated, 
moody, and drowsy and had been bedridden 
for several weeks when first seen by us. 

The simple expedient of changing the anal- 
gesic medication changed the picture complete- 
ly. When given large doses of salicylate, taken 
regularly throughout the day with milk, oral 
codeine, and small doses of Nembutal at night, 
nausea and constipation ceased. The patient felt 
better within days, went about her household 
duties and spent several weeks vacationing with 
her husband, all the while feeling comfortable. 
Later on, androgen therapy was also given. She 
lived six months without feeling ill, then sud- 
denly lapsed into a coma caused by cerebral 
metastasis and died without having had another 
day of conscious suffering. The alternative 
would have been a like period of tortured half 
consciousness, a frantic and unhappy husband, 
and a generally miserable situation. 


Case- 3. This 70-year-old man had sought 
medical advice elsewhere because of constipa- 
tion, abdominal pain, and vomiting. A lower 
intestinal obstruction from a large retroperi- 
toneal mass was found and a colostomy was 
performed. Histologic examination of the in- 
operable tumor showed an anaplastic carcinoma, 
and a section of a lymph node was interpreted 
as “probably adrenal carcinoma.” Soon there 
were intolerable lumbar pains and the patient 
was sent to the Holy Ghost Hospital for ter- 
minal care. 

Roentgenograms showed bone metastases in 
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the lumbar spine. The pain was so severe that 
the surgeons planned a chordotomy. At this 
time, the laboratory reports came back, showing 
an elevated serum acid phosphatase. On the 
strength of this finding, even though rectal ex- 
amination showed no palpable cancer of the 
prostate, the patient was placed on estrogen 
therapy. Within three weeks the pain disap- 
peared, the abdominal mass shrank so that it 
was no longer palpable, and the patient left the 
hospital, having refused closure of the colos- 
tomy, although it would have been possible. 

He returned later with bone metastases in the 
hip and his condition may no longer be con- 
trollable by antiandrogenic therapy. However, 
thanks to a correct diagnosis made in a late 
stage of the disease, he gained symptom-free 
time and was spared much suffering. 


These three cases, picked at random 
from our clinical experience, illustrate 
how certain readily available measures 
may greatly lighten the burden of the 
patient with advanced incurable cancer. 
Such measures are: (1) verification of 
diagnosis even though cancer is wide- 
spread, (2) use of specific chemotherapy 
for certain neoplasms, (3) use of pallia- 
tive radiotherapy and surgery, and (4) 
use of general sustaining measures.* 


Importance of Differential Diagnosis 

of Systemic. Metastases 
Until quite recently, the finding of 
metastases in a cancer patient was syn- 
onymous with declaring the situation to 
be hopeless and considering the case as 
terminal. Although even now such a 
patient can rarely be cured, as in the 
case of the removal of isolated metastases 
of hypernephroma, modern palliative 
methods often permit comfortable sur- 
vival for several years. This is particu- 
larly true in cases of cancer of the thy- 
roid and cancer of the prostate. For 
other situations, such as cancer of the 
breast, palliative therapy does not sig- 

*All of these subjects have been discussed in 
more detail in a recent book by the author, 
The Care of the Aged and Chronically III, illus- 
trated by Raoul Dufy. Boston: Little Brown 
and Company, 253 pages, $5.75. Portions of the 
following text have been taken from this book. 
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nificantly prolong life, but it may bring 
a far less painful survival than could be 
expected in untreated cases. 

It is extremely poor practice to adopt 
a fatalistic attitude upon discovery of 
neoplastic metastases and to give up in 
despair. The nature and origin of the 
metastases must be determined whenever 
possible, and palliative measures insti- 
tuted whenever feasible without harming 
the patient. Differential diagnosis is par- 
ticularly important in osseous metastases, 
because some of them respond particu- 
larly well to palliative treatment by radi- 
ation or medication (table 1), and be- 
cause they are common, painful, and 
often threaten to immobilize the patient 
by pathologic fractures. 

If the primary carcinoma has been re- 
moved surgically, the site of origin of 
later metastases can often be discovered 
quite readily from the history alone. It 
should be remembered, however, that a 
second primary lesion may also metas- 
tasize. The bone biopsy, either open or 
by means of an aspiration needle, may 
aid in diagnosis, but more often the 
pathologist’s report will be “anaplastic 
carcinoma.” Morphology is thus not al- 
ways helpful. Fortunately the most tract- 
able bone metastases are also the easiest 
to diagnose. 

In the male subject, the most likely 
diagnosis is cancer of the prostate. If 
there is a past history of cancer of the 
prostate, the diagnosis is almost certain. 
Without this, but in the presence of 
prostatism and perhaps a nodular pros- 
tate, a needle biopsy of the gland may 
give confirmation. The serum acid phos- 
phatase—preferably Fishman’s modifica- 
tion’?—should be determined before any 
prostatic manipulation. In a high per- 
centage of cases with bone metastases of 
prostatic cancer, the serum acid phos- 
phatase of prostatic origin is elevated. 

If the phosphatase is normal, 50 mg. 
of testosterone may be given every 
other day for two weeks and the phos- 
phatase is restudied at least once or twice 











TABLE 1 





VARIOUS TYPES OF BONE METASTASES AND THEIR TREATMENT 





Frequency Differential diagnostic 





(SGC TORE) ec scss ge nee progesterone, x-ray... 
Castration, estrogens, 


of bone methods other than 
metastases roentgenogram 
Primary (%) and history 
Prostate 84....Serum acid phosphatase Castration, estrogens, 
Breast 72....Morphology, thera- 


Palliative treatment Remarks 


Remarkably effective, 
_with prolongation of life 
Varying degrees of effec- 


DEUGC CHAU <. hikes es androgens, X-ray........ tiveness, great subjective 


Thyroid ...50....Morphology, radio- 


X-ray or radioactive 


improvement 
Often excellent results, 


active iodine uptake.....iodine'................. prolongation of life 

Lung 32.... Morphology. _ X-ray. oe toa Unpredictable, deserving 
therapeutic test 

Bladder ....25.... Morphology. eee ....-+ igregalar 

Kidney 23.5 .. Morphology .. Surgery . Isolated metastases of 
hypernephroma should 
be excised 

Pancreas 15.5 .. Morphology. ere. «34 . Only rarely effective 

Rectum ...12.5 .. Morphology. .... M-ray . Sometimes useful 

Stomach id... MIGIpRGlORy.. .).... 53.2 X-ray . Only rarely effective 





a week. In many patients with cancer 
of the prostate, this provocation will in- 
crease normal or borderline phosphatase 
values to definitely pathognomonic levels. 
Estrogen treatment must be started im- 
mediately after a positive provocation 
test. If this is done, the provocation test 
does not harm the patient and often es- 
tablishes a positive diagnosis and the in- 
dication for early effective management. 

If the test is negative, testosterone may 
be continued for its unspecific palliative 
value, but it is wise to study serum phos- 
phatase weekly unless a primary neo- 
plasm other than the prostate was found 
as the certain source of the metastases. 

In all subjects with bone metastases 
whose nature is undetermined, a test of 
the radioactive iodine uptake of the 
metastases should be carried out. This 
is simple and harmless and, although in- 
sensitive, will occasionally reveal a neo- 
plasm of the thyroid as a source of the 
metastases. 

Finally, if a thorough systemic search 
for a primary tumor has failed, protein 
anabolic, bone-building hormones, such 
as testosterone or methylandrostenediol, 
should be given. In unproved cancer of 


the breast, these may have good to ex- 
cellent results, and in any type of bone 
metastases (except of prostatic origin) 
they will be somewhat beneficial. 


Specific Chemotherapy** 


The leukemias and lymphomas which re- 
spond best to various chemotherapeutic 
agents are rarely geriatric problems and 
will not be discussed here. 


MULTIPLE MYELOMA 


This tumor is often seen in old people 
and sometimes presents serious problems 
of management of pain, paraplegia, 
uremia, and so on. There is no treat- 
ment that is always effective. When le- 
sions are localized, radiation may be use- 
ful. Urethan is effective in controlling 
many of the cases, at least temporarily. 
It is given in doses of 1 to 5 gm. per 
day in enteric-coated tablets of 0.3 to 
0.5 gm. each. In the presence of diarrhea, 
it is better to use a flavored syrup con- 
taining 10 per cent urethan. For safety, 
weekly blood counts are required and 
medication must be stopped if anemia 
appears or if white cell counts diminish. 
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TABLE 2 


PRINCIPLES OF MANAGEMENT OF WOMEN WITH RECURRENT OR INOPERABLE CANCER OF THE BREAST 





Frequency of 


VUenopause status Compound good results 
regardless of age Type of disease indicated (% of patients) Comments 
’) Estrogens are 
counterindicated 
Premenopause Soft tissue lesions ..14 in premenopausal 
(having periods Primary inoperable. . Androgens* me women, except 
or showing estro- Soft tissue metastases. Androgens* 23 | when used in 
2 f 


genic activity on 
: : Bone metastases 
vaginal smear) 


Lung metastases 


Androgens* J 


Androgens* 8 


combination 
with androgens 
as discussed in 
text. Improved 


Objective 23 
(Pain relief 82 


) well-being, 73.8% 
) In postmeno- 
| pausal women 
the choice may 
bas be made between 
Postmenopause Soft tissue lesions 
Y 5 ae ie ao é estrogens and 
(at least 5 years Primary inoperable. . Estrogens 51 
£ ore ata ae z androgens, de- 
past last period Soft tissue metastases Estrogens 45 alee canes 
: ; vending on type 
or having no Bone metastases { Estrogens 23 {Pee Ore 
: ae . 3 ( of lesion. Com- 
estrogenic activity | Androgens 23 wee 
4 , : se binations may be 
on vaginal Lung metastases Estrogens 40 ’ 


smears ) 


used as discussed 
in text. Improved 
wellbeing with 
estro gen alone, 
only 35% 





*Testosterone has more severe side effects than methylandrostenediol. 


CANCER OF THE BREAST 


It has long been known that cancer of 
the breast depends to some extent on 
hormonal control, and the considerable 
experience accumulated in this field al- 
lows the formulation of certain guid- 
ing principles for the management of 
women with recurrent or inoperable car- 
cinoma of the breast (see table 2). 

First of all, it must be made clear that 
surgery should never be delayed in fa- 
vor of any hormonal or radiation ther- 
apy. Surgery alone offers a reasonable 
chance for cure of this disease. All other 
measures are merely palliative after sur- 
gery has failed, or in cases in which the 
disease was too advanced for surgical 
treatment when diagnosed. 

In premenopausal women, the ovaries 
should be removed by castration or their 
function abolished by x-radiation if there 


376 Geriatrics, September 1956 


is proved evidence of inoperable cancer 
of the breast. Some clinicians prefer to 
perform surgical or x-ray castration after 
chemical castration by androgens has be- 
come ineffective. Others advocate surgi- 
cal or x-ray castration as the first meas- 
ure to be taken. The beneficial effects 
may be striking, with improved well- 
being, weight gain, and noticeable re- 
gressions of metastases. The duration of 
these good effects is unfortunately lim- 
ited, but there is little doubt that the 
life expectancy of castrated women with 
breast cancer is longer than it is in non- 
castrated control groups. 

The androgen used first was testos- 
terone. This is usually given intramus- 
cularly as testosterone propionate in 
doses of from 50 to 100 mg. three times a 
week. This dosage is necessary to pro- 
duce the desired effects, and usually the 
benefits are slow to appear, manifesting 











themselves after about a month. Methyl- 
testosterone has also been used in oral 
doses of 50 to 100 mg. per day, but 
there is some question about its effective- 
ness. Unfortunately, many of the adverse 
biologic activities of testosterone will 
manifest themselves with these thera- 
peutic dosage levels. 

About one-fourth to one-third of pa- 
tients may experience any one or more of 
the following undesirable signs and symp- 
toms: hirsutism, edema (particularly to 
be dreaded in patients with cardiovascu- 
lar disease), deepening of the voice, 
acne, coarse facial features, hyperemia, 
and hypertrophy of clitoris with pruritus 
and increased libido, and erotic dreams. 
Hypercalcemia may develop in patients 
with widespread bone metastases. 

Some of these side effects may be pre- 
vented by suitable measures, such as a 
low salt diet to prevent sodium reten- 
tion, determination of the serum calcium 
level at regular intervals, and termina- 
tion of therapy if the serum calcium 
concentration rises. It is an unexplained 
paradox that estrogens combined with 
androgens are sometimes more effective 
in treatment of breast cancer than either 
hormone alone. Although — estrogens 
should never be given to premenopausal 
women, they may be used cautiously in 
combination with testosterone in order 
to minimize the virilizing effects of the 
androgen. Stilbestrol, or its derivative, 
can be used for this purpose in doses 
equivalent to about 5 mg. of stilbestrol 
per day or more, depending upon the 
androgen dosage. 

Since the androgenic properties of 
steroids related to testosterone do not 
always parallel all the other biologic 
activities of these compounds, such as 
renotropic effects and their action upon 
certain enzyme systems, such as that of 
beta-glucuronidase, it is to be hoped that 
the beneficial effects of steroids in breast 
cancer may also be found to be largely 
independent of their androgenicity. If 
this were so, then substances might be 





found which would be beneficial in 
breast cancer but less androgenic than 
testosterone. These claims have been 
made for a number of compounds. | 
have found methylandrostenediol to be 
the most promising and have used it with 
beneficial results which at least equal 
those of testosterone and with far fewer 
undesirable side effects. Methylandro- 
stenediol is 17-(a)-methy]-5-androstene- 
3(B), diol (mestenediol) and is obtain- 
able as Stenediol. 

This compound is used in the place of 
testosterone, in subcutaneous pellets of 
150 mg. implanted once a month, or 
more often if necessary, or in tablets 
given by mouth in doses of 100 to 300 
mg. per day. These dosages have had 
beneficial palliative effects and have not 
produced undue virilization or any of 
the other undesirable side effects of an- 
drogens, except in cases of women under 
40 in whom mild virilization appeared, 
although much less intensively than with 
testosterone. Some of the best clinical 
results came from combined use of me- 
thylandrostenediol and stilbestrol. 

The favorable responses seen in wom- 
en treated with androgens are not of 
long duration. Nathanson’s _ studies 
showed that of 37 patients treated with 
androgens, 50 per cent had relapses in 
the first six months of therapy, 95 per 
cent relapsed from six to twelve months 
after first receiving androgens, and all 
had lost the beneficial effects of therapy 
one year after it had been initiated. 

In women who are at least five years 
past the menopause or with definite 
proof by vaginal smears of absence of 
ovarian function, the agents of choice 
for palliative treatment of inoperable 
breast cancer are the estrogens, except 
perhaps in the presence of extensive bone 
metastases. These respond somewhat bet- 
ter to androgens than to estrogens, re- 
gardless of the age of the patient. Again, 
if possible, full use should first be made 
of local radiotherapy. 

In our hands the agent of choice has 
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been stilbestrol in doses up to 15 mg. per 
day, which are often well tolerated. 
There are a variety of other estrogenic 
substances that may be tried in equiv- 
alent doses. The general feeling of well- 
being produced by estrogens is less pro- 
nounced and less frequent than that 
resulting from androgens. This is also 
true of the pain relief in the case of 
osseous metastases. 

Lung metastases and other soft tissue 
lesions respond far more often and more 
readily to estrogens than to androgens. 
The undesirable side effects of estrogens 
are far less serious than those of andro- 
gens. The most difficult reaction to over- 
come is gastrointestinal intolerance. 


The beneficial effects of estrogens last 


somewhat longer than do those obtained 
with androgens. In 150 patients treated 
with estrogens, Nathanson found 44.6 per 
cent had relapses in the first six months of 
treatment; 69.2 per cent escaped estrogen 
control after six to twelve months; 
87.2 per cent after eighteen months of 
treatment; and only after forty-two 
months of estrogen therapy did the last 
patients show relapses. This may, how- 
ever, be only an apparent difference be- 
tween androgens and estrogens, since the 
women treated by estrogens were obvi- 
ously older than those receiving andro- 
gens, and therefore the spontaneous 
course of the disease, had it been allowed 
to go untreated, would in any case have 
been slower than in the younger women 
who received androgens. Again, as with 
the androgens, the best palliative effects 
are sometimes obtained when estrogens 
are combined with androgens. 

There are many unexplained para- 
doxes in this field of hormonal cancer 
therapy. For instance, why are estrogens 
beneficial in older women, as they are, 
when in younger subjects they some- 
times accelerate tumor growth? Or, why 
does a tumor which has been kept in 
check temporarily by estrogens or an- 
drogens suddenly progress to a fatal 
termination much more rapidly than is 
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ever seen in untreated breast cancers? 

These problems remain for study by 
the experimental and clinical investiga- 
tors, and their findings may modify the 
strategy of hormonal palliation of breast 
cancer. For the practitioner who has to 
deal with the immediate problems of 
day-to-day management, the empiric 
rules now available provide a guide to 
the safe hormone treatment in inoperable 
cancer of the breast. 

When the inevitable “escape” from 
hormone palliation occurs, _ bilateral 
adrenalectomy is advocated by Huggins 
as a measure of last resort.’ Huggin’s 
own series is complicated in many cases 
by simultaneous castrations, and his evi- 
dence for beneficial effects of this pro- 
cedure is far from conclusive. Experience 
in other clinics does not appear to recom- 
mend adrenalectomy as a useful palliative 
measure for breast cancer. More recent- 
ly, hypophysectomy has been advocated, 
but its usefulness has not yet been es- 
tablished by convincing evidence. 

Among other substances recently ad- 
vocated for palliation are cortisone and 
new products related to testosterone, 
such as Neodrol. So far, we have not 
been able to obtain the good results 
ascribed to cortisone by others in about 
half of the patients so treated,® and we 
have found Neodrol to be equally as 
androgenic as testosterone and therefore 
offering no advantage. 

Although this breast cancer is a rare 
neoplasm in the male, it may present a 
difficult problem of palliation once it has 
become inoperable or has recurred. The 
most effective treatment is orchiectomy. 
Additional estrogen therapy seems to 
have limited value. 


CANCER OF THE PROSTATE 


The only consistently effective method 
for clinical palliation of prostatic cancer, 
particularly in advanced cases, is antian- 
drogenic therapy. This may be imple- 
mented by either castration or adminis- 
tration of estrogens, in daily doses equiv- 

















alent to 5 to 15 mg. of stilbestrol, or by 
a combination of both measures. The 
question of which to use first, castration 
or estrogen therapy, is by no means set- 
tled. In patients with disseminated os- 
secous metastases of prostatic origin and 
with severe pain therefrom, castration 
offers much quicker relief. Within a few 
days, often as little as thirty-six hours, 
bone pains may disappear and recovery 
begin. With estrogen therapy, the onset 
of beneficial effects is delayed, with two 
to four weeks of treatment necessary be- 
fore effects may be expected. 

Some urologists believe in prompt 
castration as soon as the diagnosis of 
inoperable prostatic cancer has been 
made; others are inclined to withhold 
this as long as possible, since the bene- 
ficial effects of castration will not last 
indefinitely but wear off within a period 
of months or years. This point has not 
been settled and depends on many fac- 
tors, including the willingness of the 
patient to be castrated, his ability to take 
medication regularly, and so on. 

No patient, no matter how advanced 
his disease, should be denied the benefits 
of castration and estrogen therapy. Re- 
sults are often dramatic and most gratify- 
ing. They are much more striking than 
in cancer of the breast, and severely dis- 
abled men have been restored to useful 
activity by these measures of last resort. 

It is possible to follow the course of 
the disease objectively through the study 
of the serum acid phosphatase. Recent 
modifications of this laboratory pro- 
cedure have rendered it even more sensi- 
tive and useful as a guide to therapy. 
As many as 75 per cent of patients with 
bone metastases from prostatic cancer 
have increased acid phosphatase levels 
in the serum. This figure is as high as 
90 per cent with the new Fishman- 
Lerner method of acid phosphatase de- 
termination.” Following castration or es- 
trogen treatment, these levels should de- 
cline. Failure of the acid phosphatase to 





return toward normal levels is a poor 
prognostic sign. Of course, in those cases 
in which serum acid phosphatase levels 
are normal, this procedure is useless in 
following the course of the disease. 

The side effects of castration are a 
high incidence of sexual impotence, gyn- 
ecomastia, obesity, loss of aggressiveness, 
and mental depression. The side effects 
of estrogens are the same, plus irritation 
of the nipples and breast glands, and 
sometimes gastrointestinal intolerance. 
This intolerance may be circumvented 
occasionally by increasing the estrogen 
dosage or, more logically, by changing 
the type of estrogenic preparation. De- 
pressive states may be improved by small 
doses of Benzedrine given during the 
first part of the day. Cortisone helps to 
increase the sense of well-being and di- 
minish the depressive state, but should be 
used with caution, since it may occasion- 
ally have the opposite effect. 

Of course, antiandrogenic therapy is 
only palliative. Occasionally an inoper- 
able cancer of the prostate may be ren- 
dered susceptible to radical operation as 
a consequence of estrogen therapy with 
or without castration. It should also be 
remembered that transurethral resection 
of obstructing cancer of the prostate is 
a safe procedure while a patient is under 
estrogen control. 

Several authors have reported bene- 
ficial palliative results from administra- 
tion of progesterone in advanced cancer 
of the prostate, especially in patients 
with elevated serum acid phosphatase.’ 
No success was ever seen in patients with 
metastases whose acid phosphatase re- 
mained normal. It was found that some 
of the patients who became refractory 
to estrogen therapy showed favorable 
palliative responses to progesterone. The 
recommended daily doses are 200 mg. 
of progesterone in oil given intramuscu- 
larly or 25 mg. anhydrohydroxyproges- 
terone by mouth. These doses may occa- 
sionally cause the disease to become more 
active. Should this occur, a favorable 
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response may still be obtained by re- 
ducing the amount given. Progesterone 
in oil is an irritating steroid and the 
average patient cannot tolerate it for 
many injections. In part, this irritation 
may be overcome by adding a single 
drop of cortisone or hydrocortisone sus- 
pension to each injected dose, mixing the 
two preparations in the syringe. Indur- 
ated areas which may form at injection 
sites are best treated with hot packs. 

The beneficial effects of bilateral 
adrenalectomy in cancer of the prostate, 
although occasionally dramatic, are high- 
lv inconstant. There is no way known 
as yet to select those patients for whom 
the procedure may be expected to be 
more effective than in others. 


CANCER OF THE UTERINE CERVIX 
Advanced cancer of the cervix often 
presents a difficult problem of manage- 
ment, complicated by intestinal and 
ureteral occlusion, invasion of the blad- 
der, bone metastases, foul discharge from 
the vagina, and fistulas. 

Thus, it is important that this neo- 
plasm be treated early and competently, 
and that, after primary therapy, con- 
scientious follow-up should discover 
eventual recurrence early, while radical 
palliative surgery is still possible. Once 
this stage has passed, there is little to 
be offered beyond purely symptomatic 
measures, except palliative x-radiation 
therapy in an occasional case. At one 
time it was believed that large doses of 
progesterone were of some palliative 
value in cancer of the cervix, but this 
claim has been withdrawn by its orig- 
inator. It has also been claimed that large 
doses of estrogens may have some bene- 
ficial effects, but the consensus of ex- 
perienced men is that at present we have 
no useful palliative hormonal agent for 
cancer of the cervix. 


CANCER OF THE THYROID 


According to the histologic type, cancer 
of the thyroid may often run a slow, pro- 
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tracted course, even when untreated. 
Modern palliative methods frequently 
give most gratifying results, returning 
immobilized patients to work and _ pos- 
sibly prolonging survival. 

Radiation therapy is valuable for all 
isolated metastases. If there is widespread 
metastatic distribution, radioactive iodine 
is useful in that small percentage of cases 
in which the metastases selectively pick 
up radioactive iodine. Of those metas- 
tases that fail to do so initially, a small 
percentage can be rendered functional 
and made to pick up radioactive iodine 
by removal of the normal thyroid gland 
and by various endocrine and pharmaco- 
logic maneuvers beyond the scope of 
this discussion. 

Before patients with metastasizing can- 
cer of the thyroid are considered to be 
beyond help, they should receive a 
thorough investigation by a consultant 
skilled in the use of radioactive isotopes 
and competent in the management of 
thyroid cancer. 


Use of Palliative Radiotherapy 

and Surgery 
In any case with metastatic disease, it 
should never be forgotten that radio- 
therapy, even if it does not cure, 1s 
often capable of shrinking a neoplastic 
lesion and thereby eliminating or amel- 
iorating the pain which it causes. This 
is especially true in cancer of the breast, 
cancer of the thyroid, seminoma, lym- 
phosarcoma, embryomas of testes or ova- 
ries, neuroblastoma and Ewing’s tumor; 
cancer of the prostate and even some 
metastases of gastrointestinal origin occa- 
sionally benefit a great deal from pallia- 
tive radiotherapy when skillfully given. 
Although many radiologists are still 
somewhat pessimistic regarding palliative 
radiotherapy, others have obtained good 
results, indicating that this method of 
last resort deserves much wider use. 

When it is evident that a patient with 
advanced cancer may be expected to live 
for a considerable time and when a tumor 














metastasis or local extension causes pain, 
obstruction of a viscus, or hemorrhage, 
it is sometimes possible to greatly im- 
prove his lot by palliative surgical meas- 
ures. Thus gastrostomies or jejunostomies 
may be used to feed patients with eso- 
phageal or duodenal obstructions, and 
various surgical measures may be used to 
relieve the symptoms of intestinal ob- 
struction. Tracheostomies may aid in 
breathing. Necrotic, foul smelling tumors 
of breast, vulva, and rectum may be re- 
moved. Extensive, ultraradical surgery— 
removing the contents of the pelvis—has 
been used to permit survival of patients 
with widely invading cervical cancer. 

In all of these instances, as in all 
cancer surgery, the benefits to be ob- 
tained must be weighed carefully against 
the dangers of surgery and the alterna- 
tive of existence with the neoplasm. 

When pain is refractory to all phar- 
macologic measures, neurosurgery has 
often much to offer. The opinion of a 
neurosurgeon experienced in relief of 
pain should always be sought. 


Use of General Sustaining Measures 


Che aim of medical care of those afflicted 
with advanced inoperable cancer is to 
render their survival with a tumor as 
tolerable as possible, and to control the 
neoplastic growth as far as possible. The 
first objective of making the condition 
of the patient bearable requires two 
groups of procedures: those directed at 
strengthening the general condition, and 
those intended to relieve pain. 

The general condition of the patient 
is governed by his physical state and 
mental disposition. Both can be much 
improved or much worsened by the 
physician’s attitude. If an air of resigna- 
tion pervades the atmosphere whenever 
the physician appears, this does not help 
to make the patient feel better. If, on the 
other hand, false cheerfulness is displayed 
during professional visits, it will not fool 
the patient long. A balance must be 
found, which is something no textbook 





can provide and which a few practi- 
tioners discover instinctively. It may 
strengthen the physician’s positive atti- 
tude if he reflects that, even in the most 
hopeless situations, his art provides some 
measures which can help his patient. 

First, there is the factor of appetite. 
As long as reasonably good nutrition can 
be maintained by mouth, the patient will 
feel better. Several simple measures may 
help in this respect. Above all, as long as 
a patient is able to get up out of bed, 
if only. to take care of himself and his 
toilet needs or to lead a bed and chair 
existence, this should be encouraged. The 
worst enemy of patient morale is the 
bedpan. A commode, easily reached from 
the bed, is better than bedpan regimen, 
and the use of the bathroom, even with 
assistance, is still better. Fresh air, short 
walks, or rides in a wheel chair can be 
valuable morale-boosters. All sorts of 
activities, such as playing cards, occupa- 
tional therapy, radio and television, visits 
from friends, may dispel gloom so long 
as they are requested by the patient or 
accepted when offered. 

Persons who have liked cocktails or 
after-meal highballs should be encour- 
aged to continue this habit. Short of 
being used to excess, alcohol is an ex- 
cellent and cheering friend in these cases. 
When it is difficult to induce sleep at 
night, barbiturates are potentiated by 
alcohol. All these measures may give 
patients a sense that they can still “do 
things” and thereby improve appetite. 

Small doses of insulin twenty to thirty 
minutes before meals—10 to 20 units of 
regular insulin given subcutaneously — 
may produce enough hypoglycemia t« 
cause hunger. Whenever possible, great 
attention should be paid to culinary likes 
and dislikes, and the patient’s whims 
should be catered to. Emphasis should be 
on nonfilling foods with high energy 
content, such as may be obtained with 
a high protein, high fat diet, with car- 
bohydrate in the form of hard candy be- 
tween meals. Eggnogs and milk shakes 
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fortified with protein concentrates are 
useful. Vitamin supplements should be 
given, especially if food intake is low. 

In cases with intestinal obstruction or 
esophageal lesions, the problem is of 
course different, and palliative surgery 
permitting food administration should 
always be considered. This is true even 
with large gastric lesions. It is far easier 
to die from metastases of gastric cancer 
than from inanition caused by obstruc- 
tion and accompanied by vomiting, 
nausea, and pain. 

Liquid diets are easily prepared and 
made palatable when taken orally, or 
liquid enough to pass through nasal, gas- 
trostomy, or jejunostomy tubes. 

The protein anabolic hormones (an- 
drogens), which are palliative against 
certain neoplasms, are always helpful, 
except in cancer of the prostate, in keep- 
ing patients in good nutritional condition 
as long as possible. We have seen sur- 
prisingly good subjective improvement 
with methylandrostenediol and_ testos- 
terone in some cases of gastrointestinal 
abdominal carcinomatosis. In women this 
should be combined with stilbestrol, but 
it should never be used in patients with 
tendency to water retention or edema. 
ACTH and cortisone are occasionally 
excellent in overcoming depressive states. 
Cortisone is preferable for its effect stops 
immediately upon withdrawal, whereas 
gel preparations of ACTH, once inject- 
ed, will act for some time. Occasionally 
depression may be made worse by corti- 
sone and ACTH, but usually a euphoria 
is produced that can be maintained for 
considerable periods, and narcotic re- 
quirements may be lowered. Recently 
Thorazine has been found useful in re- 
ducing narcotic requirements of patients 
with intractable pain. 

The danger is great that all sorts of 
worthless medications may be recom- 
mended to the dying cancer patient by 
friends and commercial interests, and 
even physicians are an easy prey to 
claims of drug houses along this line. 
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This is so because there are few ef- 
fective agents, and the pressure for 
“something to be done” is great both 
from the patient and from those around 
him. The few sound and effective meas- 
ures just outlined will often suffice to 
keep patient and family satisfied and, 
more often than not, these measures will 
really improve the situation. Once any 
method is found to have the slightest 
effect, it should be used to the limit, 
then perhaps combined with other pro- 
cedures. Since they may aggravate osteo- 
porosis, the adrenal or adrenocortico- 
tropic agents should never be given for 
more than two or three weeks without 
the combined administration of testos- 
terone or methylandrostenediol. 

Secondary infections should be pre- 
vented, and this is particularly true for 
urinary tract and pulmonary infections. 
The most economic way to do this is the 
use of a soluble sulfa drug, such as 
Gantrisin or any one of many prepara- 
tions of triple sulfonamide. 

Attention should be paid to the elec- 
trolyte balance and protein metabolism 
of patients who vomit or in whom there 
are large weeping tumor surfaces, either 
on the body surface or in the respira- 
tory, intestinal, urinary, or genital tracts. 

Elaborate laboratory studies are ob- 
viously impossible in the home, the 
nursing home, or unfortunately, even in 
many chronic disease hospitals. Some 
clinical common sense is, however, often 
enough to indicate proper therapy. For 
instance, just because a patient is desper- 
ately ill with cancer, he should not be 
allowed to suffer from heat prostration 
in warm weather when he loses sodium 
chloride in sweat. A subject who is 
vomiting will soon have sodium de- 
ficiency unless salt is provided, by salt 
tablets if possible, or by intravenous or 
subcutaneous infusion. When the latter 
course is necessary, hyaluronidase prep- 
arations should be given in order to 
minimize pain and to hasten absorption. 

Weakness and shallow breathing in a 








Vi 














patient who has had cortisone and 
ACTH for some time, and perhaps has 
serum oozing from an ulcerated neo- 
plasm, indicate hypokalemia, which is 
easily corrected by giving potassium 
chloride by mouth, 2 to 4 gm. per day. 
If the clinical impression was mistaken, 
administration by the oral route can 
have no dangerous effects except in 
uremic patients. Complete laboratory 
data should be available before intra- 
venous potassium therapy is instituted. 

Prostration and absent tendon reflexes 
in a patient with widespread bone metas- 
tases, suggest hypercalcemia, verification 
and appropriate measures, such as ad- 
ministration of intravenous 2.5 per cent 
sodium or potassium citrate to lower the 
serum calcium level, are necessary. These 
are merely a few examples to indicate that 
what is considered generally good medi- 
cine should be offered in equal measure 
to patients dying of cancer. 

Nausea of central nervous system or- 
igin in the case of cranial and cerebral 
metastases or of gastrointestinal or re- 
flex origin in other situations is one of 
the practically intolerable burdens many 
cancer patients have to bear in terminal 
stages. It is sometimes useful and always 
worthwhile to try medication that is 
likely to combat nausea. Sometimes mild 
sedation by chloral hydrate or pheno- 
barbital is helpful. In other instances, 
Dramamine has been useful. New drugs, 
such as chlorpromazine, (Thorazine) 
have aided considerably in some cases 
we have studied.* In cases of nausea and 
vomiting caused by partial gastrointes- 
tinal occlusion, suction by the Miller- 
Abbott tube or by Wangensteen appa- 
ratus will be most helpful, and when the 
occlusion is definitely inoperable, these 
relieving measures, together with judi- 
cious sedation, will lead to a peaceful and 
painless termination, instead of the tor- 
ment and suffering which result if such 
situations are left to themselves. 

Anemia is a frequent complication of 
advanced cancer. It may occasionally be 






due to blood loss but is far more fre- 
quently caused by other, more compli- 
cated mechanisms. Regardless of its or- 
igin, anemia of some severity causes 
weakness, shortness of breath, and dis- 
comfort. In the case of anemia from 
blood loss, transfusions and iron may be 
the only effective agents if the source of 
the bleeding cannot be stopped. One has 
to use clinical judgment and common 
sense in deciding just how intensively 
such anemia should be treated. 

In anemia in cancer patients without 
blood loss,® the most effective agent so 
far found is cobaltous chloride. This may 
be given in liquid form, tablets, or cap- 
sules in doses up to 60 mg. per day, 
and usually causes a good reticulocyte 
response and progressive increase in red 
blood cells and hemoglobin even in the 
presence of extensive bone metastases. 
Cobalt may have toxic side effects be- 
cause it is a gastric irritant. It also causes 
anoxia and, in patients who have cardio- 
vascular disease, may precipitate anginal 
pain. If such symptoms occur during co- 
balt therapy, it must be discontinued 
immediately. 


UNSPECIFIC CHENOTHERAPY 


It has been found that inoperable lung 
cancer can be benefited by nitrogen 
mustard and, to a lesser extent, by tri- 
ethylene melamine. This unspecific pallia- 
tive chemotherapy should be reserved 
for far-advanced, terminal cases after 
high-voltage x-ray therapy has been giv- 
en to the limit of tolerance, or where 
such therapy is not obtainable. In ana- 
plastic types of bronchogenic carcinoma, 
nitrogen mustard courses of 0.8 mg. per 
kilogram of body weight, or occasion- 
ally even larger doses, may bring relief 
of cough and dyspnea. These effects are 
unfortunately short-lived, but in these 
cases any relief for the tormented pa- 
tients is worthwhile. Nausea and vomit- 
ing are avoided by employing heavy 
sedation before and during the adminis- 
tration of these drugs and also respond 
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to Thorazine. Bone marrow depression 
may be prevented by placing tourni- 
quets around the thighs and the arm 
which is not being used for the injection 
of nitrogen mustard, thus protecting the 
marrow of the long bones by temporary 
(five minutes) reduction of arterial 
blood flow during and immediately fol- 
lowing the injection. 

Mediastinal tumors, whether exten- 
sions of bronchogenic carcinoma or 
lymphomas which cause compression of 
the mediastinal blood vessels, often re- 
spond dramatically to nitrogen mustard. 
This is especially useful, since irradiation 
of tumors in this location often causes 
temporary edema, with worsening of 
mediastinal compression and sometimes 
fatal results. This does not happen with 
nitrogen mustard, and after the mustard 
has caused regression of the mass, x-ray 
treatment may safely be given. 

Regional intra-arterial nitrogen mus- 
tard therapy is a hospital procedure and 
should not be undertaken lightly.’ It 
should, however, be kept in mind as a 
possibility to obtain a certain degree of 
relief in inoperable tumors so located 
that nitrogen mustard can be injected 
through a polyethylene catheter inserted 
in an artery leading into the lesion. In 
the hands of the originator, it has been 
found most effective in tumors of the 
face and in the pelvic region, such as 
advanced tumors of the cervix and the 
bladder. 

In considering such regional chemo- 
therapy it must not be overlooked that 
in some cases, for example in ulcerating 
advanced breast cancer, local treatment 
by palliative surgery may also bring 
great relief. 

ANALGESICS AND NARCOTICS 

In cancer patients suffering pain and 
definitely beyond help by surgery, radi- 
ation, and chemotherapy, analgesics and 
narcotics should be used to tolerance 


and within the limits compatible with 
maintenance of life. There is nothing 
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more ridiculous than to fear addiction in 
these patients, nothing more cruel than 
to substitute placebo injections because 
the physician decides that the patient is 
an addict and does not really need medi- 
cation. The only reason for careful dos- 
age is to try to obtain maximal results as 
long as possible with well-tolerated doses. 
In advanced stages of the disease, the 
aim of medicine is to relieve suffering 
while maintaining life as long as possible, 
and this can usually be accomplished. 
Extended physical suffering is exceeding- 
ly rare in advanced cancer cases that are 
skillfully managed. At first it may be 
possible to keep patients reasonably com- 
fortable with large doses of salicylates, 
combined with codeine. Doses of 60 mg. 
will usually be found to be safe unless 
patients are extremely debilitated or have 
intracranial hypertension. Gastric irrita- 
tion may be prevented or reduced by 
the use of enteric coated preparations, 
antacids, and small amounts of milk 
given with each dose of salicylate. Other 
analgesics, such as phenacetin and amino- 
pyrine and their derivatives, usually 
frowned upon because of possible toxic- 
ity, can also be used freely and often suc- 
cessfully in these hopeless situations. 
The use of morphine, Demerol, Di- 
laudid, Methadone and other narcotics 
may eventually become necessary. To 
keep these useful as long as possible, it 
is desirable to administer them in rota- 
tion, giving each drug for perhaps a 
week or two and then switching to 
another. Otherwise, in long-lasting cases, 
if the best of these agents—namely, mor- 
phine—is used continuously from the be- 
ginning, tolerance will necessitate large 
doses, which in turn will cause nausea 
and may favor development of fecal 
impaction. The narcotics should always 
be supplemented by barbiturates, chloral 
hydrate, and even bromides, so that rela- 
tively low narcotic doses will suffice for 
longer periods. Often forgotten is the 
helpful use of alcohol in persons who 
like it. This is still perhaps one of the 
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best agents, especially when combined 
with barbiturates, furnishing a combina- 
tion of sedation and euphoria. 

Paradoxically, it is sometimes desirable 
to combine narcotics, such as morphine, 
with stimulants, such as cocaine. The co- 
caine counteracts the mental depression 
occasioned by morphine and produces a 
feeling of exhilaration. The use of corti- 
sone with analgesics or narcotics is based 
on the same reasoning. At Guy’s Hos- 
pital in London, “Brompton mixture” for 
oral administration is used in the last 
weeks of life, which often renders hypo- 
dermic medication unnecessary. 


Morphine hydrochloride .16 mg. 
Cocaine hydrochloride 11 mg. 
Syrup 28.5 ml. 


Made up to 57 ml. with gin, brandy or creme 
de menthe, according to taste. Morphine and 
cocaine may be increased as tolerance develops. 

The physician must work out the best 
program of central nervous system de- 
pression and analgesia for each individual 
patient. He should always remember that 
to do so effectively requires some reflec- 
tion and constant revision of the thera- 
peutic regimen and that a simple order 
for morphine around the clock is not 
the best that medicine has to offer. 


Conclusions 
In view of the measures which are to- 
day within the reach of every informed 
physician, a negativistic attitude regard- 
ing patients with advanced cancer is 
grossly negligent malpractice. The pa- 
tient with advanced cancer has a right to 
expect the best of care, the physician’s 
full attention and solicitude, and any palli- 
ative measures that may seem helpful. 

Medical pessimism often drives such 
patients into the hands of cancer quacks. 
It has rightly been said that “one of the 
greatest contributions the practitioner of 
medicine can make in the struggle against 
cancer quackery is to support and re- 





lieve his hopeless patients to the end.” 
More than in any other disease we must 
be mindful in these desperate situations 
that we are not merely treating a dis- 
ease—against which admittedly we are 
impotent under these circumstances—but 
a patient, for whose physical well-being 
and peace of mind much can be done. 

In this branch of medicine, a little 
polypragmatism is well justified and all 
the measures offering some chance of 
palliation must be used. Then, after the 
modern wonder drugs and other scien- 
tific crutches, which we have at our 
disposal in other fields of therapy, for- 
sake us here, we must have the courage 
to revert consciously to the original 
priestly functions of the physician, to 
give the patients confidence and to sus- 
tain them to the last. 


From the Cancer Research and Cancer Con- 
trol Unit, Department of Surgery, Tufts Uni- 
versity School of Medicine, and the Cancer 
Research Laboratories of the Holy Ghost Hos- 
pital, Cambridge, Massachusetts. 
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syMpostuM: Care of the Elderly Cancer Patient 


Skin cancer: diagnosis and 


management in the elderly patient 


ALEXANDER WILLIAM YOUNG, JR., M.D. 


NEW YORK, NEW YORK 


® Skin cancer in the elderly introduces 
problems of management which are 
peculiar to this age group. Consideration 
of these problems, as well as those of the 
precancerous dermatoses, serves to illus- 
trate the intricacies of diagnosis and 
treatment of cutaneous malignancies in 
general. The study is best undertaken 
by discussion of the basic principles 
found in the microscopic picture of skin 
cancer which may be applied to the 
clinical aspects of the disorder. 


Classification and Diagnosis 
Epitheliomas of the skin are epithelial 
neoplasms which are malignant. The 
following classification is based upon the 
type of cell involved in the process and 
in some degree upon the grade of malig- 
nancy—thus clinical, prognostic, and 
therapeutic perspectives are taken into 
account. 

Basal cell epithelioma 

e Simple (en masse), infiltrating, disseminat- 

ing, morphea-like, pigmented 

e Superficial epitheliomatosis 

e Spinobasal cell epithelioma 
Prickle cell epithelioma 

e Accelerated dyskeratosis 

e Retarded dyskeratosis 
Anaplastic epithelioma 

“Cancer consciousness” and suspicion 
of any new growth occurring on the 
skin or mucous membranes, especially if 
ALEXANDER WILLIAM YOUNG, JR., specializes in 


dermatology and syphilology, serves as phy- 
sician to outpatients at the New York Hospital. 
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Diagnosis of skin cancer in the elder- 
ly patient and of the dermatoses in 
which cancer frequently originates 
presents the same problems as those 
of cutaneous cancer in general. Man- 
agement and treatment must be adapt- 
ed to the type, size, location, and de- 
gree of malignancy of the lesion, and 
to the age of the patient. It should not 
be undertaken without specialized 
knowledge of the underlying clinico- 
pathologic principles of the disorder. 


the patient is elderly, are insurance 
against missing neoplasia. Overaggres- 
sive treatment of what may turn out to 
be a benign lesion is a less grievous error 
than compromising management of an 
epithelioma. 

The history ef the course of the pre- 
senting disorder with contributory de- 
tails is the initial step toward diagnosis 
and includes: 


e Duration of the suspected lesion; manner 
of inception (taking into consideration the 
possibility of malignant degeneration within 
a precancerous dermatosis); course since on- 
set, such as rate and dimensions of growth, 
occurrence and time of ulceration reflecting, 
in some cases, the degree of malignancy; and 
tendency to friability and bleeding. 


e Prior treatment, either medically advised 
or self-administered. 


e Incidence of past neoplastic diseases of the 
skin or other organs, and predisposition to 
the development of cancer and precancer re- 
lated by family history. 














e General medical background; specific drug 
ingestion, such as arsenic; occupation with 
special regard to contact with chemicals (oil, 
tar, arsenic), radioactive materials, x-irradia- 
tions and actinic exposure; geographic loca- 
tion; age; and race. 

Clinical examination of the lesion 
gives insight into the underlying process 
later to be explored by histologic means. 
Attention is given to the location of the 
tumor. The surface, edge, and periph- 
eral limits of growth are defined by 
palpation. The connective tissue reac- 
tion about the tumor, clinically trans- 
lated into terms of color and induration, 
is noted. Presence of regional lymph 
nodes, general architecture of the sur- 
rounding skin, and occurrence of neigh- 
boring or removed precanceroses and 
epitheliomas overlooked in the history 
are recorded. 

Histologic examination is recom- 
mended and is usually rewarding. A 
portion of the neoplasm may be re- 
moved for study entirely without dan- 
ger,’ except in the case of nevocarci- 
noma (malignant melanoma), by the 
use of a biopsy punch 3 to 4 mm. in 
diameter. Later, usually a matter of a 
few days, precise and confident manage- 
ment can be formulated with knowledge 
of the type and grade of malignancy, 
degree of invasion, and liability of metas- 
tasis. When excision of a small growth 
is desirable at the first sitting, the entire 
tissue should be sent for microscopic 
sectioning. 


BASAL CELL EPITHELIOMA 

The most common neoplasm of the skin 
in dermatologic practice is the slow 
growing, locally malignant, rarely metas- 
tasizing basal cell epithelioma, which 
occurs most often on the face and fre- 
quently in embryologic lines of cleav- 
age (figure 1). Skin cancer in young 
individuals is usually basal-cell in type. 
The simple or early lesion arising from 
the lowest cells of the epidermis to form 
superficial, marginated lobes and lobules 
is accompanied by minimal inflamma- 








FiG. I. Basal cell epi- 
thelioma showing 
telangiectasia and 
early ulceration. 





tory reaction. The lesion is typically 
discrete, nodular, skin color to waxy, 
1 to 5 mm. in diameter, and often has a 
telangiectatic surface. Ulceration, per- 
haps secondary to the expanding tumor, 
the more pronounced protective cellular 
reaction, or the vascular response, usu- 
ally follows; however, it may be delayed 
for some time. Infiltration and dissemi- 
nation of the cancer into the lower por- 
tions of the dermis and subcutaneous 
tissue may exceed expectation, since the 
surface manifestation may lag behind 
underlying growth. With central involu- 
tion by cicatrization, with or without 
ulceration, superficial morphea-like epi- 
thelioma appears as a white to ivory- 
yellow plaque with a raised pearly bor- 
der. In pigmented basal cell epithelioma, 
the cancer cells produce melanin pig- 
ment suggesting a diagnosis of nevo- 
carcinoma from which it must be differ- 
entiated. 

Superficial epitheliomatosis occurs on 
the trunk and upper portion of the ex- 
tremities (figure II). The lesions, usually 
multiple, are dry, scaling, and plaque- 
like, ranging in diameter from 1 cm. to 
10 cm. or more, and showing a charac- 
teristic thread-like rolled border. There 
may be no preceding changes in the 
affected skin. A_ less typical variety, 
requiring histologic diagnosis, reveals 
eczematoid features with accompanying 
increased connective tissue reaction and 
likelihood of prickle cell changes. Clin- 
ically spinobasal cell epithelioma cannot 
be differentiated from the ordinary 
basal cell cancer, although the rate of 
growth and degree of malignancy may 
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be somewhat increased. Primarily these 
are basal cell growths in which there are 
features of prickle cell epithelioma— 
namely, whorl and pearl formation. 


PRICKLE CELL EPITHELIOMA 

Tumors of fairly rapid onset, appearing 
on exposed portions of the skin, arising 
within a precancerosis or on mucous 
membranes, are likely to be prickle cell 
epitheliomas, and especially so in the 
older patient (figure Ill). They are al- 
ways potentially metastatic. The neo- 
plastic process in this type of cancer is 
termed malignant dyskeratosis,’ signify- 
ing abnormal or imperfect keratiniza- 
tion of the cells of the malpighian layer. 
In the least malignant variety of prickle 
cell epithelioma, the cells undergo pre- 
mature keratinization (accelerated dys- 
keratosis) and pearl formation is seen. 
In the more malignant form, keratiniza- 
tion is deferred (retarded dyskeratosis) ; 
whorls and an increased number of 
mitotic figures are found. Prickle cell 
epithelioma, either papillomatous in 
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FIG. u. Superficial epitheliomatosis of the back 
revealing multiple lesions. The lowest lesion on 
the right side demonstrated histologic changes 
of Bowen’s disease. 

Fic. ul. Prickle cell epithelioma on the nose 
arising in a senile keratosis. Note also the senile 
keratosis on the right cheek. 


type or ulcerative and infiltrating in 
character, most frequently invade the 
lower lip, and often develop in cracks, 
fissures, leukoplakia, keratoses, sites of 
repeated trauma, or recurrent derma- 
toses. The latter variety begins as a flat 
or nodular growth, soon breaking down 
to form a deep ulceration with pro- 
nounced surrounding induration. Dis- 
semination may occur early. Elsewhere, 
as on the cheek, ear, nose, upper ex- 
tremity, and forehead, prickle cell epi- 
thelioma is recognized by a crateriform 
ulcer with a wide, rolled, pearly border 
and pronounced tissue reaction, which is 
significant when compared to cancer of 
lesser malignancy. Other types of lesions 
may be verrucous, papillomatous, and 
fungating; fast growing and_ superfi- 
cially ulcerating; diffuse plaque-like or 
nodular. 

ANAPLASTIC EPITHELIOMA 

Anaplastic epithelioma (figure IV), 
highest in scale of malignancy, may 
begin as a primary epidermal disease, 
or within basal and prickle cell epi- 
thelioma and the precanceroses, includ- 
ing the senile keratoses, leukoplakia, and 
junction nevi. The development of 
anaplasia is difficult to identify clinically; 
however, sudden excrescence in a non- 
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malignant lesion or rapid growth within 
a malignant lesion are the first clues. 
The process of anaplasia may follow 
misdirected or inadequate therapy, and 
occasionally may follow irradiation and 
physical or chemical trauma. The ana- 
plastic cell, which is recognized as a 
member of a new race of cells,‘ is irre- 
versibly committed to neoplasia. It is 
large, tending to be round, with mul- 
tiple, large, hyperchromatic nuclei. Divi- 
sion may occur by amitosis. These cells 
are found in variously sized small groups 
and singly in the cutis. 

Bowen’s disease, showing character- 
istic intraepidermal changes, is the least 
malignant of the anaplastic epitheliomas 
(figure II). It begins as a papule which 
spreads to become a papulonummular 
plaque covered by a crust or grayish ad- 
herent scale. At times atrophic, periph- 
erally active and centrally ulcerating, 
circumscribed lesions may be found. The 
trunk and back are the most common 
sites of involvement. 


Treatment 


Complete destruction of the lesion, using 
an accepted method especially suited to 
the task, is the aim of treatment of skin 
cancer. When a combination of modali- 
ties seems advisable, each must be em- 
ployed to its fullest extent; halfway 
measures, using fractions of several 
methods, are ill-advised. The operator 
must be equipped by specialized training 
and experience with all the tools at hand 
to adapt the technic to the circumstance.° 
In the aging patient, choice of treatment 
depends not only upon locality, size, ex- 
tent, and degree of malignancy, and, in 
some measure, upon desire for good cos- 
metic results, but also upon the need for 
a procedure demanding less trauma and 
stress. 


X-RAY AND RADIUM 


lonizing radiations are especially useful 
in treating cancer in the elderly patient 
who is unable to withstand even the 








Fic. tv. Anaplastic epithelioma developing in a 
prickle cell cancer of the foot. 


most minor operation. The results with 
this method are good. Basal cell and 
prickle cell epithelioma respond to x-ir- 
radiations; anaplastic epithelioma may 
not. The technic for the use of x-ray and 
radium requires specialized training and 
wide experience. Correct dosage over a 
given period must be computed accord- 
ing to size, location, and type of cancer 
to be treated. Before application of the 
rays, particular care must be taken in 
defining the exact limits of peripheral 
involvement to insure against recurrence. 


ELECTRODESICCATION AND CURETTAGE 
The desiccating current, followed by 
curettement, has long been used by the 
dermatologist in treatment of localized 
cutaneous cancer. The technic employed 
is simple, speedy, and entails little stress 
for the patient—an important considera- 
tion when dealing with older individuals. 
In experienced hands, unnecessary de- 
struction of normal tissue may be avoid- 
ed. This method is especially adapted to 
lesions 1 to 2 cm. in diameter, although 
larger lesions may be treated if located 
on the trunk or back. Cosmetically, the 
results are good. 


EXCISION 
The choice of excision for treatment of 


epithelioma, allowing wide margins be- 
yond the growth, depends upon indi- 
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Fic. v. Senile keratoses on exposed surfaces — 
dorsa of the hands. 


vidual skill, as well as upon site of in- 
volvement, dimensions, and grade of 
malignancy of the neoplasm. Often it is 
desirable to examine by the peripheral 
biopsy method’ the remote edges of the 
excised tissue to make sure the entire 
neoplasm has been included, since can- 
cer tissue cannot be identified as easily 
with the scalpel as with the curette. 
Closure of the wound can usually be ac- 
complished by undermining. Large le- 
sions require surgical skill, especially if 
skin grafts are anticipated. 


CHENMIOSURGERY 


Chemotherapy with microscopic control 
described by Mohs® and others’ remains 
a complicated and exacting method for 
treatment of skin cancer. Few persons 
are qualified to use this method. Zinc 
chloride paste is applied to the lesion 
resulting in in situ fixation. The treated 
tissue is then removed in numbered sec- 
tions for microscopic analysis, permit- 
ting identification and retreatment of re- 
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FIG. vi. Seborrheic keratoses appearing on cov- 
ered portions of the skin. 


sidual cancer. Recurring basal cell and 
anaplastic carcinoma can be treated by 
this method. 


FOLLOW-UP 


A five-year period of observation fol- 
lowing treatment is considered an inte- 
gral part of complete management of 
skin cancer. 


The Precanceroses 


Precancerous dermatoses are conditions 
which, although not cancer, will termi- 
nate in cancer in a statistically significant 
number of cases. Microscopically it is 
best to regard precancer as a process, for 
the changes from nonmalignancy to ma- 
lignancy remain difficult to define. The 
morbidity of skin cancer may be reduced 
by knowledge of the clinical manifes- 
tations of the precancerous disorders, 
prompting early consultation to insure 
adequate management. The following 
classification is based upon the underlying 
process: (1) mevoid—junction nevus, epi- 
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dermal and sebaceous cysts, xeroderma 
pigmentosa, and seborrheic keratoses; 
(2) degenerative —senile keratoses, ac- 
tinic sequelae, leukoplakia, radioderma- 
titis, and lupus erythematosus; and (3) 
granulomatous—ulcers, scars, tuberculo- 
sis, and syphilis. Although space does 
not permit discussion of each disorder, 
there are four dermatoses with which the 
practicing physician should be con- 
versant. 

THE KERATOSES 

Senile keratoses'® are of two types, the 
flat and the raised, and are found on areas 
of skin frequently exposed to the sun— 
that is, the face, dorsa of the hands, and 
forearms (figure V). Elderly patients 
are commonly affected, especially north- 
ern Europeans. The raised type, in which 
prickle cell epithelioma may begin, is 
well-defined, indurated, gray to black, 
and covered by a dense, adherent scale 
which cannot be removed without bleed- 
ing. Senile verruca develops from this 
type of keratosis by increase in size, ele- 
vation, induration, and color. The flat 
type, in which the most common cancer 
is anaplastic epithelioma, has a smooth, 
flat surface with a dry and adherent scale. 
The color may be yellowish to gray, 
brown, or sometimes red. Seborrheic 
keratoses are round or oval, yellow to 
deep brown and have a smooth, rough, 
or verrucous surface with a greasy scale 
(figure VI). The trunk, back, and hair- 
line of the face are sites of predilection. 
Epithelioma rarely if ever originates in 
this type of keratosis. 


LEUKOPLAKIA 


Leukoplakia is more common in men, 
and occurs on the buccal surface, gums, 
dorsa of the tongue, and inner aspects of 
the lips (figure VII). The lesions are dull 
white or silvery and may present a linear 
arrangement, or occur in_ irregular 


patches. These may be level with the sur- 
rounding surface or become rough, thick- 
ened, and elevated (leukokeratosis). The 








Fic. vil. Extensive leukoplakia involving 
the dorsum of the tongue. 


disorder is often associated with tobacco 
smoking and poor dental hygiene. 


RADIODERMATITIS 


Sequelae to ionizing irradiations may 
follow exposure by a number of years. 
Conservative amounts of superficial radi- 
ation used in treating inflammatory 
dermatoses are not followed by this 
complication.'' The involved area ap- 
pears atrophic with obliteration of nor- 
mal skin markings and underlying cica- 
trization. Telangiectasia is common. The 
keratoses developing in this dermatitis 
often lead to prickle cell cancer. Ana- 
plastic and basal cell epithelioma are also 
found. 

JUNCTION NEVUS 

Junction nevi are usually flat or slightly 
raised above the surface, smooth, non- 
hairy, brown to blue-black, having a 
diameter of a few millimeters to a centi- 
meter. When examined microscopically, 
nevi which are larger, raised, verrucous, 
and nonpigmented, which contain hair, 
and which are not suggestive clinically 
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Most ACUTE RENAL INFECTION, an extremely dangerous and deceptive 
complication of diabetes, occurs after the age of 60. Life-saving anti- 
biotic therapy is often delayed because manifestations are systemic 
rather than localizing. Of 23 cases reviewed, 9 were fatal and 3 unrec- 
ognized before death. 

The chief complaints on admission are nausea and vomiting, fever 
and chills, delirium, confusion, drowsiness, and weakness. Pain is never 
prominent and is usually anterior, urinary symptoms are readily attrib- 
uted to poor diabetic control. In one-fourth of cases, the first specimen 
of urine contains no white cells. Mistaken diagnoses include ordinary 
diabetic acidosis or coma, cholecystitis, and diverticulitis. 

The most effective treatment is a short course of Choloromycetin 
(chloramphenicol), started at once. From 2 to 4 gm. is injected intra- 
muscularly each day for a week, and half as much for a second week. 
Urinary flora are watched, and the drug changed if necessary. 


G. E. JORON and associates: The diagnosis and treatment of acute pyelonephritis 
in diabetes mellitus. Canad. M. A. J. 73: 956-958, 1955. 


BEDRIDDEN SENILE PATIENTS subject to irritation of the skin are benefited 
by use of 555 Fluid, a silicone compound soluble in 95 per cent alcohol. 
It was found that skin rashes healed and further dermatitis and ulcers 
were prevented from developing when a 2 per cent alcoholic solution 
of the medicament was sprayed daily on the perineum, buttocks, and 
back of 41 incontinent subjects. A spray ejected from an ordinary in- 
secticide sprayer is preferable to applications because the substance 
cannot be washed off the hands with ordinary soap and water. 


D. B. BRUSCA: Use of silicone spray on the skin of bedridden patients. New York J. 
Med. 56: 894-895, 1956. 
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den Altruismus und die Anaplasie der Zellen, mit 
besonderer Beriicksichtingung der Geschwiilste. Ber- 


disease and Paget’s disease of 











syMposIUuM: Care of the Elderly Cancer Patient 


‘Precancerous’ dermatoses 


SAMUEL M. BLUEFARB, M.D. 


CHICAGO, ILLINOIS 


@ All “precancerous” lesions do not nec- 
essarily become carcinomatous. There- 
fore, the designation “precancerous” is 
open to objection since it suggests a 
constant sequence. In many so-called 
precancerous dermatoses, carcinoma may 
develop later, but there is no certainty 
that this will occur. 

The possibility of carcinomatous de- 
velopment may be classified, according 
to potentialities, into three groups: 

Less than 50 per cent eventuate in malignancy: 

Seborrheic keratoses 

Senile keratoses 

Leukoplakia 

Cutaneous horn 

Arsenical keratoses 
More than 50 per cent eventuate in malignancy: 

Kraurosis vulvae 

Kraurosis penis 

Erythroplasia 
100 per cent malignant: 

Paget’s disease 

Bowen’s disease 

Xeroderma pigmentosum 


Less Than 50 Per Cent Malignant 

Seborrheic keratoses. Seborrheic kera- 
toses, or seborrheic warts, are probably 
of nevoid origin, and usually make their 
appearance during the fourth decade. 

The most common areas of involve- 
ment are the face (usually the temple 
and forehead regions), neck, scalp, and 
trunk. They first appear as small, slightly 





SAMUEL M. BLUEFARB is associate professor of der- 
matology at Northwestern University Medical 
School, Chicago. 





“Precancerous” cutaneous lesions are 
discussed according to their poten- 
tiality of becoming malignant. Malig- 
nancy is apt to develop in less than 
50 per cent of cases of seborrheic 
keratoses, senile keratoses, leuko- 
plakia, cutaneous horn, and arsenical 
keratoses, but in more than 50 per 
cent of all cases of kraurosis vulvae, 
kraurosis penis, and erythroplasia. 
Paget’s disease, Bowen's disease, and 
xeroderma pigmentosum are 100 per 
cent malignant. 


raised, circumscribed lesions which, 
when fully developed, vary from about 
5 mm. to 2 cm. in diameter and are 
light vellowish-brown to black in color. 
These lesions are usually numerous and 
new ones appear constantly, resulting in 
an increase in the size of the growth as 
well as in their total number. At the on- 
set they are smooth but later become 
covered with a wax-like layer of keratin 
and, still later, become verrucous. There 
are usually no subjective symptoms al- 
though slight pruritus may occur. 
Although these lesions may persist for 
many years in a benign state, approxi- 
mately two per cent of the cases even- 
tually degenerate into a basal cell type of 
malignancy (figure 1). When malignancy 
is present, the lesions are soft and friable. 
Since seborrheic keratoses are superfi- 
cial lesions, they may be eradicated with 
mild destructive measures. Freezing for 
approximately twenty to thirty seconds 
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Fic. 1. Seborrheic keratoses. 


Fic. u. (right). Leukoplakia. 


with carbon-dioxide snow is a rapid and 
effective method which offers excellent 
cosmetic results. The actual cautery, plus 
curettage, is another simple procedure 
which gives excellent cosmetic results. 
Radium therapy is also effective, with 
the total dosage varying according to the 
thickness of the lesions. 

Senile keratosis. This hard dry area of 
keratosis usually affects elderly persons, 
individuals of blonde or sandy complex- 
ion, persons who have a tendency to 
freckle easily, and those with outdoor 
occupations who have had excessive ex- 
posure to sunlight. The exposed parts of 
the body are most frequently involved— 
backs of the hands, face, lips, rim of the 
ear, and nape of the neck. 

The lesions are usually multiple, ir- 
regular in shape, of dime to quarter size, 
dirty-gray or brown in color, dry, and 
firmly adherent to the skin. 

A rapid increase of hyperkeratiniza- 
tion or formation of an indurated base is 
an early sign of malignant degeneration. 
Erosion, ulceration, or change to a very 
friable tissue with increased vascularity 
are later signs of malignancy. 

All senile keratoses should be de- 
stroyed. Surgical excision and actual 
cautery with curettement are excellent 
methods of therapy. 
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Leukoplakia. The lower lip and buccal 
mucosa are the sites most frequently in- 
volved in leukoplakia; the tongue is less 
frequently involved and the vagina is 
occasionally affected. There are few or 
no symptoms at onset of the disease. 
When the condition occurs in the 
mouth, there may be a sensation of stiff- 
ness or irritation from hot or spicy foods. 
The initial lesion appears as a snow- 
white or bluish-white patch, with the 
thicker lesions tending to be whiter 
(figure Il). These lesions may also be 
present as whitish-gray spots, streaks, or 
plaques of irregular size and shape and 
they may have a rough or verrucous sur- 
face. There is no pain unless fissuring 
occurs. These fissures extend deep into 
the dermis, which is the most frequent 
site of malignancy. 

There are numerous etiologic factors 
in’ leukoplakia. The most common one 
appears to be tobacco. However, ill- 
fitting dentures, poor oral hygiene, and 
jagged teeth, which cause constant bruis- 
ing of the buccal mucosa, are also im- 
portant factors. Syphilis must also be 
considered, and blood serologic tests 
should be done routinely on all patients. 

Actual cautery, rather than radiation 
therapy, appears to be the treatment of 
choice for leukoplakia. Surgical excision 
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FIG. 11. Arsenical keratoses. 


of lesions of the buccal mucosa or lips 
is sometimes preferable. 

Cutaneous horn. These hypertrophic, 
horny outgrowths arise from the epi- 
dermis. They usually appear as single, 
straight or curved, hard, dry growths 
which are light brown to black in color. 

Cutaneous horns are successfully re- 
moved by complete excision of the horn 
and the tissue at the base. 

Arsenical keratoses. Prolonged inges- 
tion of arsenic may lead to the develop- 
ment of small, punctate, hard, brittle, 
dry keratoses which usually involve the 
palms and soles (figure III). Since these 
lesions may lead to squamous cell car- 
cinoma, arsenic—as in Fowler’s solution— 
should never be prescribed for long pe- 
riods. The keratoses should be removed 
by excision or electrodesiccation. 


More Than 50 Per Cent Malignant 

Kraurosis vulvae: Kraurosis vulvae 
usually appears in women of advanced 
years. However, it may occur in younger 
women who have undergone a prema- 
ture menopause. This condition is a scle- 
rosing, progressive atrophy of the mucosa 
and cutaneous integument of the vulva, 
leading to stenosis of the vaginal orifice; 
disappearance of the labia minora, frenu- 
lum, and clitoris; and flattening of the 
labia majora. The involved mucosa is 
white in color and appears smooth, shiny, 
dry, and waxy with leukoplakic patches 
a frequent complication. 








FIG. 1v. Paget’s disease. 


Kraurosis vulvae is an atrophic process 
which may be a precursor of cancer, 
while leukoplakia is a hypertrophic proc- 
ess which degenerates into cancer. These 
two conditions are usually associated. 

Early treatment with estrogens may be 
attempted. However, if no improvement 
occurs within three months, this therapy 
should be discontinued. The safest treat- 
ment appears to be early, complete vul- 
vectomy. 

Kraurosis penis. Kraurosis penis, or 
balanitis xerotica obliterans, is a condi- 
tion characterized by thick, white leuko- 
plakic spots affecting the glans or pre- 
puce. This condition may occur at any 
age. Atrophy or shriveling of the tis- 
sues usually occurs, eruptions or fis- 
sures sometimes develop, and neoplastic 
changes may supervene. 

Erythroplasia, Erythroplasia, or eryth- 
roplasia of Queyrat, usually involves the 
penis, although it has been described 
involving the vulva, tongue, lips and 
buccal mucosa. 

This condition is characterized by the 
velvety, brilliant red surface which is 
sharply marginated and eroded. Erythro- 
plasia is persistent and may eventuate 
in squamous cell carcinoma. Treatment 
consists of wide excision of the lesion. 


Malignancy 100 Per Cent 

Paget’s disease. This disease is an intra- 
ductal carcinoma of the nipple and skin 
of the breast (figure IV). The process 
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Fic. Vv. Lesion of Bowen’s disease. 


originates in the nipple and, after a 
variable period of time, extends to the 
surrounding skin. It is characterized by 
an eroded, crusting, “weeping” or ec- 
zematoid dermatitis which may be pru- 
ritic. 

Histopathologic examination should be 
done on any “eczematous” lesion of the 
nipple or areola which does not respond 
to adequate local therapy. 

Paget’s disease is treated surgically by 
mastectomy. 

Bowen’s disease. This condition is a 
slowly growing intraepidermal carci- 
noma which originates as a scaly papule 


ANALYsIs OF publication rates by 


or crusted nodule (figure V). The lesions 
later become plaque-like, with an eroded 
surface, and spread by peripheral exten- 
sion. There are usually no_ subjective 
symptoms. 

Therapy consists of surgical excision 
or surgical diathermy. 

Xeroderma pigmentosum. This condi- 
tion is hereditary and becomes manifest 
in early childhood. The external stim- 
ulus of light produces a freckle-like pig- 
mentation, telangiectases, atrophic spots, 
warty growths, indolent ulcers, and 
epithelioma. 

The influence of actinic rays should 
be considered to be the exciting cause 
in spite of the congenital predisposition. 
Another important factor appears to be 
consanguinity. Numerous cases have 
been reported in which the parents of 
the patients were first cousins. 

Prior to the development of malig- 
nancy, therapy is mainly palliative. Pro- 
tection from sunlight is essential and the 
excision of malignant lesions is the meth- 
od of choice in treatment. 


From the Department of Dermatology, North- 
western University Medical School, Chicago. 


scientists reaching age 70 or more 


shows a decline after 60, but appreciable activity maintained through- 
out life. The 156 subjects studied were eminent nineteenth century 
scientists, representing a variety of specialties. For each scientist, a count 
was made of scientific publications per decade of life. Productivity is 
low in the 20’s; a high constant rate is maintained from 30 to 59; a 20 
per cent decrease occurs in the 60’s; and there is a further decline in the 
70’s. The mean number of publications. appearing in the 70’s is 13.1, as 
compared with 6.9 in the 20’s and 24.7 in the 40's. 

Nearly one-half of the lifework of the scientists appeared after 
age 50. The septuagenarians produced 20 per cent and the octogenarians 
produced 30 per cent of the papers after 60. The number of scientific 
publications in the 70’s is closely related to productivity in the 60’s. 
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W. DENNIS: Age and productivity among scientists. Science 123: 724-725, 1956, 
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SYMPOSIUM: Care of the Elderly Cancer Patient 


Some nonspecific cutaneous lesions 


associated with internal cancer 


SAMUEL M. BLUEFARB, M.D. 


CHICAGO, ILLINOIS 


® There are numerous and varied non- 
specific cutaneous lesions which may be 
associated with internal carcinoma.' 
Among these are four cutaneous diseases, 
which, when occurring for the first time 
in persons over 50, may be symptomatic 
of an underlying carcinoma. These four 
diseases are herpes zoster, exfoliative 
dermatitis, acanthosis nigricans, and 
dermatomyositis. 


Herpes Zoster 


Any patient having herpes zoster, es- 
pecially if he is past 50 years of age, 
should be carefully examined in order 
to rule out any underlying malignant 
process. 

The exciting cause of herpes zoster is 
a virus. A predisposing factor, however, 
may be compression by malignant tumor 
which acts as a “trigger factor” in stim- 
ulating the virus of herpes zoster. This 
is also true of metastatic lesions which 
cause pressure on the bone and ganglion 
as, for example, in carcinoma of the 
breast. 

Schmidt described a patient in whom 
the herpes zoster lesions cleared within 
three weeks’ time, although the vesicles 
resulted in papular infiltrates which later 
evolved into metastatic carcinoma.’ 


SAMUEL M. BLUEFARB is associate professor of 
dermatology, Northwestern University Medi- 
cal School, Chicago. 





A physician should be “cancer con- 
scious” whenever herpes zoster, ex- 
foliative dermatitis, acanthosis nigri- 
cans, or dermatomyositis occurs in 
a patient over 50 years of age. 


There are numerous reports of herpes 
zoster associated with lymphatic leu- 
kemia in which the healed vesicles de- 
veloped into papular infiltrates of leu- 
kemia cutis (figure I). 


Exfoliative Dermatitis 
Exfoliative dermatitis is a symptom, not 
a disease entity. It is characterized by 
progressive reddening of the skin which 
gradually spreads over a large part of 
the body and is covered by flaky or 
branlike scales. The skin may become 
thickened or edematous or may be 
atrophic and thinned. Chilliness from in- 
creased loss of heat may be a marked 
subjective symptom, and pruritus may 
also be prominent. 

Exfoliative dermatitis may be caused 
by either the internal or external use of 
drugs. It may be secondary to such 
cutaneous diseases as eczema; it may be 
congenital, as in icthyosis congenita; or 
it may be a manifestation of underlying 
systemic disease, such as lymphoma or 
carcinoma. 

Exfoliative dermatitis secondary to 
Hodgkin’s disease is not uncommon 
(figure II). Cole found exfoliative der- 
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FIG. I. 
lymphatic leukemia. 


Herpes zoster associated with chronic 


matitis to be the second most common 
cutaneous manifestation associated with 
Hodgkin’s disease.* 

Exfoliative dermatitis has also been 
described in association with uterine car- 
cinoma,‘ carcinoma of the stomach,® and 
carcinoma of the tongue.® 


Acanthosis Nigricans 


Acanthosis nigricans appears almost si- 
multaneously with internal cancer in 
about 50 per cent of cases. Carcinoma 
associated with acanthosis nigricans is 
highly malignant and is characterized by 
early metastasis. 

The classic form of acanthosis nigri- 
cans is characterized clinically by diffuse 
papillomatosis, pigmentation, and hyper- 
keratosis (figure III). Papillary hyper- 
trophy gradually disappears and the skin 
is barely thicker than normal; it may 
have a shagreen or lichenified appear- 
ance. Pigmentation generally appears on 
the same sites as does papillary hyper- 
trophy. The eruption is usually sym- 
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Fic. ul. Exfoliative dermatitis in a patient with 
Hodgkin’s disease. 


metric, nearly always involving the 
shoulders, neck, and external genitalia. 
Principally involved are the mucocu- 
taneous junctions, oral mucosa (espe- 
cially the dorsal surface of the tongue), 
buccal regions, gums, and pharynx. Al- 
though the pathogenesis is obscure, it 
is believed that the endocrine system and 
carcinoma may both play prominent 
parts. Possibly a product of both the 
endocrine glands and malignant tissue, 
chemically the same or similar, is neces- 
sary to produce this pigmentary and 
acanthotic dermatitis. 


Dermatomyositis 


The mechanism involved in the produc- 
tion of dermatomyositis and its associa- 
tion with neoplasms remains obscure. 
Several theories have been advanced em- 
phasizing the allergic, toxic effects of 
infection, and those of catabolic prod- 
ucts of the neoplasm, which, acting as 
an allergen or toxin, serve as “trigger” 
mechanisms. 

















FIG. 1. Acanthosis nigricans. 


The literature reveals an increasing 
number of reports of dermatomyositis 
occurring with internal cancer. Schuer- 
mann collected 45 cases of derma- 
tomy ositis associated with internal car- 
cinoma.’ Since his report, Curtis and as- 
sociates reported 8 cases;* Forman, 4 


cases;? Ingram, 1 case;'° and Church, 
case.1' Cottel reported 2 cases of i. 
tomyositis with malignancy in which 
dermatomyositis was the original com- 
plaint'? and 2 other cases were recently 
brought to my attention.’ More than 50 
such cases are now on record, and the 


number is rapidly increasing. 
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ADMINISTRATION OF ANDROGENS and corticoids to aged men was found 
to be essentially of no value despite the fact that the blood levels from 
the administered hormones approximated those found in young men. 

A select group of 14 men between 70 and 91 was given a placebo 
linguet for a control period of one month, then a medicated linguet 
containing 30 mg. testosterone, 5 mg. adrenosterone, 7 mg. hydrocor- 
tisone acetate, and 2 mg. corticosterone, each day for five months. At 
regular intervals, chemical, psychometric, and physical tests were per- 


formed. 


Blood chemistries, eosinophil counts, and blood pressure were un- 
affected by treatment. Total urinary 17-ketosteroid excretion increased 
four-fold after therapy was started and fell to control levels five months 


after cessation of treatment. 


Exercise tests revealed increases in muscular strength in all patients. 
Except for one patient, all gained an average of 4 pounds in weight. 

Although all patients had some increase in the sense of well-being 
and certain specific improvements such as greater urinary force, psycho- 
logic and neurologic changes accompanying old age were not improved. 


H. FREEMAN and Associates: Steroid replacement in aged men. J. Clinical Endo- 
crinol. 16: 779-789, 1956. 
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syMposiuM: Care of the Elderly Cancer Patient 


Place of radioactive isotopes 


in cancer therapy 


JUSTIN J. STEIN, M.D. 


LOS ANGELES, CALIFORNIA 


® Radium and roentgen-ray therapy 
have been in use for over half a century 
but the use of radioactive isotopes is of 
comparatively recent origin. 

In 1934, Curie and Joliot made the 
discovery of induced or artificial radio- 
activity for which they received the 
Nobel prize. In the same year, Fermi 
prepared the first radioactive isotopes of 
iodine.’ 

The Isotopes Division of the Oak 
Ridge National Laboratory began dis- 
tribution of isotopes for research and 
therapy in 1946. Since that time, the 
number of isotope shipments has steadily 
increased and the number of persons qual- 
ified to use isotopes is rapidly growing. 

The word “isotope” is from the 
Greek, meaning “same place.” Isotopes 
are elements with the same atomic num- 
ber but with different atomic weights— 
that is, with various numbers of neutrons 
in their nuclei. For all practical purposes, 
isotopes, whether stable or radioactive, 
act the same chemically or biologically. 
The fact that radioactive isotopes can be 
easily detected makes them of great value 
in scientific investigations. As a result of 
their radiations, they can be traced at all 
times and the extent of their participa- 
tion in various studies can always be 
measured. When given in minute quan- 
tities, the isotopes do not interfere with 
JUSTIN J. STEIN is professor of radiology at the 
University of California School of Medicine. 
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This paper summarizes the place of 
radioactive isotopes in the treatment 
of malignant diseases. The isotopes 
most commonly used in cancer ther- 
apy are radioactive phosphorus (P**), 
radioactive iodine (I'*'), radioactive 
gold (Au'%), radioactive chromic 
phosphate (Cr PO,), and radioactive 
cobalt (Co*°’). 


body functioning. So far, the greatest 
use of radioactive isotopes has been in 
research and in clinical investigation. 
There are now 98 elements in the peri- 
odic table, 280 stable isotopes, 40 natu- 
rally radioactive isotopes, and over 500 
artificially produced radioactive isotopes. 
All of the elements heavier than stable 
bismuth are radioactive. Some of the 
isotopes which have been more com- 
monly used as tracers are iodine;'*' phos- 
phorus;*? carbon,"* especially in plants 
and animals; and sodium”! (table 1). 
Radioactive isotopes have been used in 
cancer therapy for approximately four- 
teen years. A great deal has been learned 
about their use and continued progress 
is being made. With the exception of co- 
balt,®° they are used only in cases which 
are not operable or for which other more 
effective modalities are not available. Co- 
balt,°° when used in multicurie sources 
or in needles, will accomplish the same 
result as radium or x-ray therapy. 
Radioactive isotopes can be used for 
therapy because they are not chemically 
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injurious in themselves, they can be 
made relatively pure, some have a spe- 
cificity for certain tissues, they can be 
traced in the body, and isotopes of rela- 
tively short half life can be selected. 
Examples of specificity for certain tissues 
by some isotopes are as follows: phos- 
phorus** for young, actively growing 
tissue and for bone; iodine’! for thyroid 
tissue; iron®’ for red blood cells; and 
strontium*® for absorption by bone. 


Radioactive Phosphorus 


Phosphorus* is a pure beta emitter with 
a half life of 14.3 days. Phosphorus is 
selectively taken up by bone and by ac- 
tively growing tissues. There is a tend- 
ency for this isotope to concentrate in 
bone and also in the spleen, liver, kidney, 
muscle, and blood. This selectivity of P* 
for bone and actively growing tissues 
makes it the treatment of choice for 
polycythemia vera. When given intra- 
venously in doses of approximately 5 
millicuries, remissions for many months 
may occur in a high percentage of cases. 

Since red blood cells live for approxi- 
mately one hundred twenty days it is 
not advisable to repeat the dose until at 
least three or more months have elapsed. 

Phosphorus* is not effective and is not 
used in the acute leukemias. There is no 
general agreement as to the ideal method 
of administering radiophosphorus in 
treatment of the chronic leukemias. It 
may be given orally or intravenously. 
Radiation sickness does not occur when 
it is given in small doses. Initially, some 
investigators give approximately 2.0 mil- 
licuries intravenously and then 1.0 milli- 
curie weekly until five or six treatments 
are given. The dosage is adjusted accord- 
ing to the white cell level. Reduction in 
the size of enlarged spleen, liver, and 
lymph nodes occurs gradually after 
treatment. If the treatment is not suc- 
cessful, external radiation therapy should 
be tried, because this method has good 
palliative results in both chronic myelo- 
genous and chronic lymphoid leukemia. 


TABLE 1 
RADIOACTIVE ISOTOPES MOST COMMONLY USED FOR 
CANCER THERAPY 





Radioactive iodine (11) 
e Treatment of toxic goiter. 
e Treatment of angina pectoris in selected 
cases. 
e Location and treatment of metastatic thy- 
roid cancer. 
e Evaluation of thyroid function. 
Radioactive phosphorus (P82) 
e Treatment of choice for 
vera. 
e Treatment of chronic leukemias. 


polycythemia 


Radioactive chromic phosphate (CrPO,) 
e Treatment of abdominal ascites and pleu- 
ral effusions. 
e Treatment of prostatic carcinoma. 
e Interstitial treatment of head and 
cancer. 


Radioactive gold (Au'9) 
e Treatment of abdominal ascites and pleu- 
ral effusions. 
© Used interstitially in certain types of can- 
cer. 
e Treatment of prostatic carcinoma. 


neck 


Radioactive cobalt (Co®) 
e Used in large quantities in a manner simi- 
lar to radium, for telecobalt therapy and 
also in needles and seeds. 





Diamond and co-workers have shown 
the average duration of life in patients 
with chronic lymphatic leukemia treated 
and untreated? (table 2). 

Radiophosphorus has been used in 
treatment of Hodgkin’s disease, multiple 
myeloma, lymphosarcoma, mycosis fun- 
goides, and in other conditions, but there 
has been no uniformity in the results and 
then there was only temporary improve- 
ment in an occasional case. 


Radioactive Gold and Radioactive 

Chromic Phosphate 
One of the most outstanding studies 
made using radioactive gold was by Kerr 
and associates, who used it to treat pros- 
tatic carcinoma.’ The cases treated had 
extension beyond the capsule of the 
prostate but no evidence of metastasis 
outside of the pelvis. Forty to 60 per 
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TABLE 2 


DURATION OF LIFE IN CHRONIC LYMPHATIC LEUKEMIA 





Author 


Minot and associates 

Minot and associates 

Wintrobe and Hasenbush 

Reinhard and associates 

Lawrence and associates. he Obes 
Diamond, Carver, Woodard and Parks. . 


Number of Average duration 

patients Treatment in years 
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cent of all prostatic carcinomas seen by 
them fall into this classification. 

Treatment was given to 50 patients 
with an average age of 68.9 years. In 37 
patients, a biopsy specimen was obtained 
three or more weeks following therapy. 
In 11 of the 37 patients, the specimens 
were negative for carcinoma. Twenty- 
seven of the 50 patients have lived six 
months or longer without clinical evi- 
dence of disease. 

Rusche,* Moore,® and others are using 
radioactive chromic phosphate in treat- 
ment of prostatic cancer. To date, re- 
sults have been very encouraging. Since 
radioactive chromic phosphate is a pure 
beta emitter without any gamma com- 
ponent, there is a greater element of 
safety to both the operator and to his 
assistants. If contamination should occur 
in the operating room, it would not pre- 
sent as great a problem as with radio- 
active gold. The dose has been 88,500 
REP-—roentgen equivalents physical—in 
each gram of tissue. 

The use of radioactive chromic phos- 
phate in the palliative treatment of pleural 
effusions and for abdominal ascites sec- 
ondary to metastatic lesions from the 
ovary has been of considerable help in 
the care of these patients. 

The results are equally good with each 
isotope. Approximately 50 to 75 per 
cent of patients with pleural effusions 
secondary to metastasis, especially from 
the breast, receive either moderate or 
marked relief. By relief is meant that 
the patients may go for weeks or months 
without having to have repeated aspira- 
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tions of the fluid and also there will be 
less discomfort. 

Radioactive chromic phosphate is now 
being used in the palliative treatment of 
head and neck cancer by direct infiltra- 
tion into the lesions. We have used it in 
30 head and neck tumors and have found 
its greatest usefulness in carcinoma of 
the tongue. It can be safely used in cases 
of this type after therapy with radium 
and x-ray has been given recurrent or 
persistent tumors. There has been no ne- 
crosis following dosages of 83,500 REP 
per gram of tissue. There are relief of pain 
and shrinkage of the tumors. The cases 
have not been followed for a sufficient 
length of time since this method of 
therapy was only begun in 1953. Mum- 
ma has also found it to be of value in 
treating carcinoma of the tongue.° 

The ionizing radiation of radioactive 
gold consists of 90 per cent beta radia- 
tion and 10 per cent from the gamma 
component. The half life is 2.7 days. The 
dosage varies from 50 to 100 millicuries 
for pleural effusions and from 75 to 
150 millicuries for ascites. Radioactive 
chromic phosphate is considered prefer- 
able since it does not contain any gamma 
radiation. The dosage used is 5 to 10 
millicuries for pleural effusions and 10 
to 15 millicuries for ascites. If larger 
doses are given, radiation sickness may 
be produced. It is better to use smaller 
doses and to repeat the dose than to give 
maximum doses each time. If the pleural 
fluid is pocketed and if pleural adhesions 
are seen which interfere with the free 
flow of fluid in the pleural cavity, x-ray 
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therapy is used instead of therapy with 
radioactive chromic phosphate. 

Allen and co-workers have used radio- 
active gold in the treatment of cervical 
cancer by injecting it into both para- 
metria.* They believe that its use in this 
condition may increase the number of 
survivors. This treatment is given in con- 
junction with other methods of therapy. 


Radioactive Cobalt 
Clinical investigations are in progress to 
determine whether cobalt*’ needles, 
which are much cheaper to use than 
radium, are as effective as radium. The 
use of cobalt’ alloy in nylon tubing is 
also being studied. 


Radioactive Iodine 
The management of carcinoma of the 
thyroid with metastasis has always been 
a challenge. With the production of 
radioactive iodine, new impetus has been 
given to the treatment of this lesion. More 
than 250 such cancer patients received 
radioiodine between 1942 and 1952.‘ 

In 1942 Keston and his co-workers 
found that radioactive iodine is concen- 
trated in the metastases of certain types 
of thyroid carcinoma." Numerous cases 
of thyroid carcinoma have been treated 
with radioactive iodine since that time. 
Results of treatment were reported by 
Seidlin and his associates in 1949.'° 

In reviewing the cases reported in the 
literature, it was noted that often there 
were no specific criteria outlined for 
selection of the cases. Without such se- 
lective criteria, it is impossible to evalu- 
ate the over-all results of isotope therapy. 

If treatment of thyroid carcinoma and 
metastases with radioactive iodine is to 
be successful, it will depend upon the 
thyroid’s ability to concentrate the iso- 
tope. Normally, thyroid tissue has an 
avidity for concentration of iodine. The 
iodine absorbed by the gland is stored 
as iodide. There is evidence that the 
iodide which reaches the thyroid gland 
in physiologic amounts is rapidly fixed 
to protein molecules containing tyrosine 





groups and that the diiodidotyrosine 
groups which are formed are chemically 
combined to yield thyroxine. 

Marinelli and his associates made a 
study of 19 patients with thyroid cancer 
to determine if there was any relation- 
ship between the morphology of thyroid 
carcinomas and their ability to concen- 
trate iodine.'' A comparison was made 
of photomicrographs and_ radioauto- 
graphs of thyroid carcinomas in 19 pa- 
tients who had received tracer doses of ra- 
dioactive iodine prior to operation. The 
iodine was taken up in 10 of the 19 cases. 
Pathologically, 5 of the tumors were fol- 
licular adenocarcinomas and 5 were be- 
nign metastasizing struma. Nine tumors 
showed no ability to concentrate the 
iodine. Six of these were solid alveolar 
or anaplastic carcinomas and 3, Hiirthle 
cell carcinomas. Only one tumor showed 
concentration of the isotope in the ab- 
sence of follicular tissue or of colloidal 
material. The more differentiated the 
carcinoma the more likely it is to con- 
centrate iodine. This is especially true 
if the cells are arranged in a follicular 
pattern and if colloid material is present. 

Following a study of patients who 
were given radioactive iodine and who 
later had thyroidectomy, Rawson and 
his co-workers concluded that the avidity 
of the thyroid to collect iodine is a fun- 
damental characteristic and also that the 
ability to collect iodine quantitatively 
parallels the degree of differentiation.’* 
According to Marinelli and his associ- 
ates, about 15 per cent of thyroid can- 
cers are suitable for treatment."! In 1952, 
Paterson investigated 43 cases of thyroid 
cancer and found that 5, or 11.6 per 
cent, proved to be suitable for treat- 
ment.'® All 5 cases were of the highly 
differentiated adenocarcinoma type with 
colloid formation. However, in 6 other 
cases with similar histology, the tumors 
did not concentrate the iodine. They 
were unable to induce a nonfunctioning 
tumor to take up the iodine by using 
thyrotropic hormone or thiouracil. 
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Thyroid function may be either stim- 
ulated or inhibited. As Low-Beer has 
pointed out, the problem in nonfunc- 
tioning thyroid tumor metastases is to 
secure the maximum degree of func- 
tion.’* He has outlined four ways in 
which this may be attempted: (1) re- 
moval of all normal thyroid tissue, (2) 
suppression of function of normal thy- 
roid tissue by thiouracil, (3) stimulation 
by thyrotropic hormone, and (4) tem- 
porary alteration in renal physiology. 

Ablation of the thyroid tissue may be 
done surgically or with large doses of 
radioactive iodine. Surgical removal 
maybe is preferable, for the dose of 
I which will completely and _per- 
manently destroy the thyroid tissue is not 
definitely known nor the exact length 
of time which is required. The amount 
of I'** given to ablate the thyroid gland 
should not be calculated as part of the 
therapeutic dose, since most of it may 
be utilized in destroying the gland. If 
total thyroidectomy is performed, the 
proclivity of functioning thyroid cancer 
to pick up I’** is enhanced. 

If for any reason total thyroidectomy 
cannot be done, then ablation of the 
thyroid tissue function should be at- 
tempted by giving large doses of I'*!— 
50 to 75 millicuries—followed in one or 
two months by further I'*' therapy. If 
the metastatic lesions take up I'*?, which 
fact may have been previously demon- 
strated, they will now take it up more 
readily. Occasionally, after a supposedly 
total thyroidectomy has been done, an 
uptake study or a scintigram of the thy- 
roid area will reveal small areas of re- 
maining normal thyroid tissue. Thioura- 
cil and its derivatives tend to produce 
the same effect as thyroidectomy. 

It must be kept in mind that only a 
small percentage of well differentiated 
thyroid cancers will take up I'** and 
that occasionally the histologic structure 
of the metastases may be different from 
that of the primary lesion. Even if the 
thyroid cancer takes up I'**, this does 
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not necessarily mean that it will be of 
therapeutic proportions. The often quot- 
ed figure of 15 per cent for thyroid can- 
cers that will concentrate I*** may be too 
high, at least as to whether the amount 
of concentration will be effective. 

In 1937, Dr. J. H. Means wrote in 
his monograph on the Thyroid and Its 
Diseases: “So-called benign metastases 
with structure identical to normal thy- 
roid tissue must be capable of making 
hormone. There is no evidence that they 
do beyond the needs of the body. An 
interesting experiment ... would be to 
note the effect in an individual with 
such a metastasis of removing, not the 
metastasis, but the whole parent thyroid. 
Under these circumstances would the 
metastasis form sufficient hormone to 
prevent myxedema?”?® 

Rawson and his co-workers tried this 
experiment in 8 out of 21 patients with 
nonfunctioning or poorly functioning 
metastases which had arisen from pri- 
mary cancers of the thyroid and found 
that the metastases assumed the capacity 
to concentrate radioactive iodine after 
the normal thyroid has been removed." 

Radioactive iodine cannot be differ- 
entiated chemically from normal iodine. 
The thyroid tissue will selectively con- 
centrate either one. The effect on the 
thyroid tissue is largely the result of lo- 
calized beta radiation—about 90 per cent. 

Roll and his associates studied various 
methods to induce in cancers of the thy- 
roid a capacity to concentrate radioac- 
tive iodine.*® These methods included 
total thyroidectomy, administration of 
thyrotropic hormone, and use of thiou- 
racil. They found the most effective 
method is long-continued pretreatment 
with thiouracil. The combination of 
total thyroidectomy and prolonged thi- 
ouracil treatment induced collection of 
radioiodine by 21 of 35 metastatic can- 
cers of the thyroid. It was found possible 
to administer 27 therapeutic doses of I'*' 
to 16 patients. 

Dobyns and Maloof found radioactive 
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iodine to be beneficial in 10 out of 50 
patients with known metastatic lesions 
who were subjected to total thyroidec- 
tomy.'’? Of the 10 patients, 6 had fol- 
licular adenocarcinoma, 3 had mixed 
follicular and papillary adenocarcinoma, 
and 1 had papillary adenocarcinoma. 
They also found that a total dose of 800 
millicuries in divided doses and 200 milli- 
curies in a single dose did not severely 
damage circulating blood elements. 

Since 1946, Means and his associates'® 
have used radioactive iodine in the study 
of approximately 120 patients with thy- 
roid cancer. He states that “a handful 
of these with well differentiated tumors 
have shown sufficient concentrating ca- 
pacity for the isotope to give any prom- 
ise of benefit.” 

Pochlin and co-workers’® are of the 
opinion that, in at least one-fourth and 
probably in over one-third of the cases 
of thyroid cancer, the tumor could be 
shown to take up radioactive iodine. In 
tumors which were largely differentiated 
in morphology and examined after abla- 
tion, uptake of I''* was demonstrated in 
over one-half with certainty and prob- 
ably in about three-fourths. The question 
still arises as to how much I?*! is concen- 
trated in the metastatic sites and as to 
whether a cancerocidal effect is obtained. 
The long life history of these well differ- 
entiated, low grade tumors must be kept 
in mind. From 45 to 60 per cent of thy- 
roid cancers will be well differentiated. 

Sturgeon and his associates?® analyzed 
a series of 50 patients with cancer of the 
thyroid. Fourteen of this group, who 
were treated with radioactive iodine dur- 
ing induced hypothyroidism, showed no 
evidence of retention of the isotope. In 
a series of 13 patients maintained in 
euthyroidism by means of thyroid hor- 
mone therapy, 4 showed retention of a 
therapeutic dose of I**! after treatment 
with thyrotropic hormone. Their hy- 
pothesis was that, by suppression of endo- 
genous TSH growth of the cancer, oc- 
currence of metastases may be retarded. 





Some patients complain of pain and 
swelling in the thyroid region or at the 
site of thyroid metastasis several days 
after large doses of I'* have been given. 
This can be considered as probable evi- 
dence that the tumor is taking up the 
radioactive iodine. 

Seidlin and his co-workers made a 
study of the blood radiation dose during 
radiodine therapy.”! They noted that the 
generalized body radiation is about 50 
per cent of that received by the blood. 
The largest single dose of I'*' given in 
their series was 208 millicuries and the 
blood radiation was calculated to be 316 
REP. The largest total amount of radio- 
iodine given to a patient was 2,300 milli- 
curies over a period of two and one-half 
years. Except for temporary leukopenia, 
they noticed no untoward effects follow- 
ing a single therapeutic dose of I'*’. 

It is not in the scope of this paper 
to discuss whether the majority of thy- 
roid carcinomas originate in pre-existing 
adenomas. Certainly thyroid carcinomas 
can originate in a pre-existing adenoma 
or in nonadenomatous thyroid tissue. 
The clinical term, “solitary nodule,” 
would be better than “solitary adenoma” 
for describing a lesion in the thyroid 
gland until diagnosis has been made. 

Horn and Ravdin believe that thyroid 
nodules should be resected and that lat- 
eral cervical lymph node enlargements 
should be studied histologically as soon 
as they are detected.*? They believe that 
the younger the patient the more urgent 
the need for surgical investigation. 

There is no unanimity of opinion re- 
garding the proper treatment of thyroid 
cancer. When a solitary nodule is pres- 
ent a hemithyroidectomy should be per- 
formed or a wide removal of the lesion 
should be made—certainly not an enucle- 
ation of the nodule. Thyroidectomy, 
combined with neck dissection when in- 
dicated, is the treatment of choice. 

Majarakis and his co-workers found 
that the duration of the swelling in the 
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neck was 11.8 years in the patients with 
nontoxic nodular goiter contrasted with 
4.1 years in patients with carcinoma.** 
In 46 per cent of the patients operated 
on for nontoxic nodular goiter and i 
46 per cent of those operated on for 
carcinoma of the thyroid, the lesion was 
soft in consistency. 

It is very difficult to make a clinical 
diagnosis of early carcinoma of the thy- 
roid. If one is able to do so then the 
cure rate will be very low, as has been 
clearly shown by Ward.** He says: “It 
has been shown that an excellent prog- 
nosis can be given in four out of five 
patients in whom malignancy is first dis- 
covered upon pathological examination. 
That approximately 50 per cent of those 
in whom malignancy is suspected at 
operation will be cured, and that four 
out of five of those in whom malignancy 
was suspected clinically before operation 
have had recurrence or died from the 
disease.” This is confirmed by the results 
of Majarakis and co-workers.” 

Black** found that, in 60 per cent of 
cases of cancer of the thyroid, the can- 





cer was not diagnosed preoperatively. 

Radioiodine therapy as it is given to- 
day is difficult to compare with that 
given five to ten years ago. Surgeons are 
becoming more aware of the condition 
and more complete operations are being 
performed. The equipment is_ better, 
doses of ['*! are much larger, and the 
therapeutic technic has been improved. 

The treatment of thyroid cancer still 
presents many difficult problems. Only a 
small percentage of patients can con- 
centrate the ['*! appreciably and it is 
difficult to determine the effectiveness of 
the dose. The morphology of tumors 
may vary between the primary site and 
the metastatic sites. There are other ques- 
tions to answer—for example, is I'** abla- 
tion of the thyroid comparable to surgi- 
cal thyroidectomy and, if so, what dose 
is required? Since over 50 per cent of 
the thyroid cancers are well-differenti- 
ated, low-grade tumors, how can one 
evaluate the end results of this method 
of therapy? Some of the patients will 
live from five to more than twenty years 
with metastases. 
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sYMposiuM: Care of the Elderly Cancer Patient 





Suitability of home care 


for the cancer patient 


I. ROSSMAN, M.D. 
NEW YORK CITY, NEW YORK 


@ The Home Care program of the Mon- 
tefiore Hospital is now in its ninth year 
of operation. Over 1000 patients—a ma- 
jority with cancer—have received medi- 
cal care at home during this time. Our 
cumulative experience has yielded much 
information concerning the indications 
for, and the value of, treatment in the 
home environment. It has demonstrated 
that organized care of high quality can 
be made available to the patient at home 
and that the historic trend from home 
to hospital care may well be subject to 
re-examination. 

In many patients, during the course of 
chronic illness, sociomedical problems 
arise that, prior to advent of Home Care, 
were unsatisfactorily resolved. Such 
problems are likely to occur during the 
evolution of cancer. Thus, the patient 
may become homebound, partially or 
completely bedridden, and yet not in 
need of the highly specialized therapies 
that only a hospital can give. On the 
other hand, he may need more active 
treatment than is customarily available 
in the home setting. A typical illustration 
is that of a patient who is homebound, has 
a recurrent need for abdominal taps and 
occasional transfusion, and for whom 
blood counts and blood chemistries are 
ISADORE ROSSMAN is associate attending physician 
at Montefiore Hospital, Neoplastic and Medical 
Divisions, New York City. 


A home care program for treatment 
of cancer patients is discussed and 
illustrated. Some of the problems en- 
countered and the contributions made 
by members of the home care team 
are described. The advantages of 
home as against hospital care are 
pointed out and attention called to 
the suitability of home care for can- 
cer patients in certain stages of their 


disease. 


indicated from time to time. If the pa- 
tient is sent to the hospital, most of the 
time there is devoted to nursing or domi- 
ciliary care. If he goes to a nursing fa- 
cility or remains at home, his special 
needs may be difficult or impossible to 
satisfy. In addition, the financial prob- 
lems of a prolonged illness often produce 
dismaying and demoralizing social con- 
sequences. Our Home Care program has 
been designed to provide adequate treat- 
ment for the patient in this category. It 
has obviated the need for many _hos- 
pitalizations and enabled many who 
would otherwise be interminably hos- 
pitalized to return home. 


Organization of the Home Care 
Service 
The origin and organization of the Mon- 
tefiore Hospital Home Care program 
has been described elsewhere.'** Our pro- 
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gram is hospital based and our patients 
are treated as hospital patients who hap- 
pen to be extramural. Setting up a Home 
Care program in close collaboration with 
a hospital affords many advantages. It 
encourages a continuity of medical care. 
It enables the patient to be rapidly shift- 
ed from home to hospital or the reverse 
as his medical needs indicate. It permits 
accessibility to such useful resources as 
the hospital’s laboratories, x-ray depart- 
ment, blood bank, and so on. The col- 
laboration on a medical level insures con- 
tinuation of high standards of medical 
practice. 

Care is brought into the home by the 
functioning of a team, each member of 
which contributes his specialized train- 
ing. The team consists of physician, so- 
cial worker, nurses, physical therapist, 
and occupational therapist. 

Physician. A particular doctor carries 
medical responsibility for a given pa- 
tient. He visits in the home one or more 
times weekly, examines, treats, and pre- 
scribes. As the occasion demands, he 
may perform chest and abdominal taps, 
transfuse, or draw blood for laboratory 
examinations. We believe that a physi- 
cian’s visit to a patient is not solely a 
medical event. Therefore, our physicians 
are involved in considerations of the 
patient’s total welfare and personal prob- 
lems. Through a rotation system, pa- 
tients are given twenty-four-hour emer- 
gency service. In addition, necessary 
consultants are drawn from the hospital 
staff. Thus, psychiatrists, dentists, sur- 
geons, orthopedists, ophthalmologists, 
and so on, have made consultant home 
calls. 

Social worker. The social worker is 
in charge of all the financial and social 
arrangements involved in the patient’s 
going home. Since many of our patients 
are indigent, contact with community 
welfare agencies may be necessary. The 
anxieties of the patient and his family, 
whatever their form, are resolved as far 
as possible. All transfers, acceptances, and 
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discharges are mediated tiirough the so- 
cial worker. 

Nursing service. The nursing needs of 
the patient may vary from minor pro- 
cedures, such as bed baths, to prolonged 
and expert bedside nursing. Routine 
nursing visits and help with various med- 
ical procedures are secured from the 
Visiting Nurse Service of New York on 
a contract basis. An important function 
of the nurse is that of teaching the fam- 
ily. Through an arrangement with the 
School of Practical Nursing at Monte- 
fiore Hospital, we have given some pa- 
tients up to eight hours a day of bedside 
nursing, supervised by a registered nurse. 
A similar and subsidized nursing has also 
been available to us through the National 
Cancer Foundation. 

Physical therapy is supplied by a ther- 
apist working under the supervision of 
a consultant in physical medicine. Visits 
are made to the home for such treat- 
ments as muscle strengthening regimes, 
graded exercises, and other rehabilitative 
procedures. Many of the skills of the 
physiotherapist are not applicable to can- 
cer patients. In certain instances, exten- 
sive rehabilitation, as in aiding recovery 
from paraplegia, has been done in a 
home setting. 

Occupational therapy. The occupa- 
tional therapist works on a basis de- 
termined by the patient’s interests and 
stage of illness. Her chief problem is to 
adapt ingeniously the usual procedures 
to a specific patient. She must inquire 
into his background and interests and 
consult frequently regarding his physical 
capacities. 

The members of the team coordinate 
their work through informal and formal 
meetings at which the patient and _ his 
course at home are discussed and pro- 
cedures developed or modified as seem 
necessary. 


Illustrative Cases 


The way in which the program func- 
tions and the contribution made by dif- 
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ferent members of the Home Care team 
are best illustrated by some actual case 
histories, the problems presented in a 
home environment, and the solutions 
worked out. 


Case 1. I. J., 61 years old, has been on our 
Home Care service since 1947. He has multiple 
myeloma and was referred to us after a laminec- 
tomy occasioned by collapse of several thoracic 
vertebrae and cord compression. He was placed 
in a body cast and discharged to the Home Care 
program completely bedridden. He was serious- 
ly ill with widespread osteolytic lesions, severe 
anemia, radiculitis, and recurrent pneumonitis. 

Medical. During his first year on the program, 
102 visits were made by physicians and medical 
consultants. He received numerous transfusions, 
required large doses of narcotics, and prognosis 
was poor. After a year of intensive treatment, 
his hemoglobin dropped below 6 gm. and in- 
creasing hyperglobulinemia was noted. This 
precarious situation continued throughout 1949. 
During a considerable part of that year, the 
patient had recurrent carbuncles and furuncles 
treated at home with antibiotics and incision 
and drainage. In 1950, after three years on Home 
Care, spontaneous improvement occurred. The 
anemia disappeared, there was no further pro- 
gression of myelomatous lesions, and in the 
past four years the patient has presented chiefly 
a supervisory problem. At present, all osteolytic 
lesions are stationary. The femoral lesions are 
so extensive as to prohibit ambulation. During 
the eight years he has been on Home Care, 
the patient has had eight readmissions to the 
hospital; several of the early ones were for 
radiotherapy for relief of pain, one was for 
breaking of morphine addiction, and another 
for extraction of remaining teeth and making 
of dentures. 

Social. Throughout this period, the patient’s 
care has come largely from a devoted wife. 
After instruction by the Visiting Nurse Service, 
she assumed a large part of the nursing burden 
for this bedridden patient. During the first two 
years, when the patient was visibly failing, she 
was frequently depressed. She was given psy- 
chologic aid by a caseworker with whom a 
warm friendship developed. The relationship 
was extremely supportive during periods of 
grief and despair. The many problems involved 
in the husband’s illness, including changes in 
his medical status, were frequently discussed. 
Financial problems were particularly trouble- 
some, since only marginal support came from 
two married daughters. 

At the suggestion of the social worker, one 
room was rented out; the income from this was 
helpful. After several years, arrangements were 





made for the family to receive financial assist- 
ance from the Department of Welfare. Turning 
to the welfare agency represented a crisis to 
both wife and daughters, all of whom initially 
rejected the plan with strong feelings of shame 
at “accepting charity.” The plan was finally 
worked out with them in a persuasive and sup- 
portive manner. This relieved the wife of one 
of her major burdens. She continues in a sup- 
portive relationship with her worker. 

Nursing. For the first three years on the pro- 
gram, three visits, averaging about one hour, 
were made each week. General nursing care, 
including enemas, changes of dressings, and 
parenteral administration of drugs, was given. 
A nurse assisted at transfusions and various 
minor surgical procedures. The wife was in- 
structed in bedside nursing care, the giving of 
hypodermics, and the like; under supervision 
she became quite expert. 

Physiotherapy. The patient received physio- 
therapy for a nine-month period, starting in 
mid-1952. This was directed toward getting the 
patient, who had been bedridden for more than 
four years, into better physical condition. Ac- 
tive and passive exercise was employed, plus 
heat treatment and massage. A spinal brace was 
constructed, and the patient was finally able to 
get out of bed and into a wheelchair by him- 
self. This was a great advance since, for the 
first time in five years, he could be taken out 
of doors. 

Occupational therapy was modified at various 
times by the vicissitudes of his illness and by 
his changing interests and disinterests. It was 
largely recreational in nature. Initially it was 
adapted to a weak, bedridden patient whose 
physical capacity was quickly exhausted. Later, 
as he was out of bed, more elaborate procedures 
were added, such as weaving. The patient was 
visited at intervals of approximately three 
weeks. 


Case 2. I. L., 52 years of age, was admitted 
to our Home Care program in February 1954 
and was treated for six months. His illness be- 
gan in the spring of 1952 with abdominal cramps 
and increasing constipation. Several months 
later he was admitted to a hospital elsewhere in 
New York with complete obstruction from 
carcinoma of the sigmoid. After a tube cecos- 
tomy, the tumor was resected and an end-to- 
end anastomosis performed. At the time of re- 
section, there were palpable tumor nodules in 
the liver. His next hospital admission was to 
Montefiore in September 1953. He had felt well 
until two months before admission, when he 
became increasingly constipated, with abdom- 
inal distention. The picture was again that of 
large bowel obstruction, and an ascending loop 
colostomy was performed. He became too weak 
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to attend clinic and was referred to Home 
Care. When first seen at home, he appeared 
chronically ill with evidence of weight loss and 
moderate pallor. Abdominal examination re- 
vealed a functioning colostomy, an enlarged, 
nodular liver, and several large intra-abdominal 
masses, One at the site of the sigmoid resection. 

Medical. The patient was seen approximately 
once a week by the Home Care physician. The 
treatment was symptomatic and was directed 
toward increasing food intake, relieving pain 
felt to be caused by partial obstruction, and 
giving encouragement to a depressed patient. 
Antispasmodics of various sorts and codeine 
were the chief medications used. Because of a 
slow drop in the hemoglobin to 7 gm., one 
transfusion was given in the home. The patient 
had a second brief admission to Montefiore 
Hospital late in July 1954, at which time a 
barium enema through the proximal colostomy 
loop showed no intrinsic obstruction. A gastro- 
intestinal series revealed some displacement of 
the stomach from hepatic enlargement. At this 
time his hemoglobin was 10.5 gm. The patient 
was readmitted to Home Care and pursued a 
downhill course. He expired at home two 
weeks after the second hospitalization, with a 
picture of progressive cachexia. 

Social. The chief concern of the caseworker 
was to maintain a supportive relationship with 
the patient and his family, which consisted of 
his wife and two sons, aged 14 and 9. Because 
of the patient’s strong desire not to rely on 
charity, his wife secured a job. The caseworker 
gave her considerable support in regard to her 
working rather than staying at home. Casework 
skills were used in helping the patient voice his 
concerns to the doctor, and in arranging for 
the hospitalization; readmission to the hospital 
was first met with fierce resistance. For some 
time there had been a difficult relationship be- 
tween the patient and his older son. The social 
worker helped the child to understand the diffi- 
cult behavior of his father. A referral to sum- 
mer camp for the younger boy was successfully 
arranged. 

Nursing. The patient was seen twice a week 
during the first two months on Home Care. 
As his nursing needs enlarged, visits were in- 
creased to three a week, and then to daily for 
three or four hours. In July, a student nurse 
was assigned for eight hours per day, continu- 
ing until the patient’s death. Under supervision, 
the student bathed the patient, assisted with irri- 
gations, did his dressings, and administered 
medications. She had to work on a flexible 
schedule, adjusting care to indisposition or 
moods. The student did the patient’s laundry 
in the washing machine and prepared his break- 
fast and lunch. In addition, the student nurses 
were briefed regarding the relationship of the 
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patient to his sons, and helped to improve this 
relationship by persuasion and discussion. 

Occupational therapy. Occupational therapy 
visits were made at approximately three-week 
intervals. The therapist found the patient highly 
intelligent, resourceful, and possessed of wide 
skills and interests. He had taught himself cal- 
culus, and worked out problems as a pastime. 
He had great mechanical ingenuity and one of 
his hobbies was repairing appliances for himself 
and the neighbors. The therapist provided a vise 
which enabled him to expand these activities. 
He read and did repair work until shortly be- 
fore his death. When no longer capable of 
these, he rather frantically asked for some sim- 
ple leather work at which he worked until al- 
most the very end. 


Discussion 


These two cases described are illustra- 
tive of the many cancer patients treated 
on our service. The experience on Home 
Care demonstrates that much of the 
medical care given the cancer patient 
in the hospital can be brought into a 
home setting. In addition, varying 
amounts of nursing care and subsidiza- 
tion of housekeeping aid have made fea- 
sible the transfer of patients to their 
homes. The question is sometimes asked 
as to whether care at home is too burden- 
some, psychologically or otherwise, for 
members of the family. When this re- 
sult is foreseen, or when it occurs, the 
patient is not acceptable for our Home 
Care program. In a much higher per- 
centage of cases than was at first an- 
ticipated, it has been possible to return 
the patient to a home providing a warm 
and pleasant environment. One reason 
for this success has been the ability of 
our social workers and physicians to re- 
solve much of the anxiety, ignorance, 
and fearful anticipation so frequently 
encountered. Explanation and_reassur- 
ance prevent many crises and much anx- 
iety. In but very few instances has the 
patient with terminal cancer been too 
trying emotionally to stay at home. For 
the most part, the trauma involved has 
been caused by his death and not by his 
presence. 
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i 
Home Care of Cancer Patients 


(Above). Transfusion at home with aid 
of student practical nurse. Patient, who 
is partially bedridden, has cancer of 
breast with multiple osseous and soft tis- 
sue Metastases. 


(Right above). The doctor examining an 
ulcerating lesion of the breast. The lesion 
closed over almost completely on testos- 
terone therapy. 

(Right). Visiting nurse changing a dress- 
ing of a patient with cancer. 

(Below). The doctor and social worker 
discuss a patient’s progress and related 
problems with the patient’s husband. 








Geriatrics, September 1956 





+11 

















From the point of view of the patient, 
Home Care has been a uniquely sup- 
portive program. It has obviated the need 
for repeated hospital admissions, which 
are frequently very threatening to pa- 
tients and accompanied by forebodings 
of doom. It is not surprising, in hospital 
circumstances, to find the patient dis- 
playing irritability, anxiety, and unhap- 
piness. His feelings are shown by ano- 
rexia, undue demand for narcotics, tear- 
fulness, and the like. When these reac- 
tions are brought under control, there 
often follows a withdrawal with psycho- 
motor retardation characteristic of the 
chronic disease ward. The patient dis- 
plays little spontaneous activity and is 
sluggish most of the day. 

The same patient at home is generally 
more alert and shows more interaction 
with his environment. His relation to 
other members of the family is far more 
energetic and qualitatively different from 
that which is observed during visiting 
hours at the hospital. Introspective with- 
drawal and noncooperativeness are far 
less noticeable even when the medical 
situation is worsening. Observations of 
this sort, reinforced by similar spontane- 
ous remarks of patients, have led us to 
believe that the cancer patient should be 
maintained at home so far as possible. 
Hospitalization should be brief and for 
special needs which are strictly in-hos- 
pital in character. Of course, the home 
has to be socially and emotionally pro- 
pitious for the care of a sick person and 
so maintained. 

The suitability of the home for Home 
Care involves an evaluation of the pa- 
tient by certain medical and social cri- 
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teria. Even with stringent criteria, the 
nature of cancer is such that a consider- 
able number of its sufferers can be cared 
for on a Home Care program. A study 
of 102 cancer patients was conducted 
on the neoplastic wards of our own in- 
stitution. Of these, 37 were medically 
acceptable, and of the 37, 25 were so- 
cially acceptable. Thus, slightly less than 
25 per cent of our cancer patients were 
suitable for Home Care. Although Mon- 
tefiore Hospital has a somewhat unusual 
character because of its emphasis on long 
term care, referrals from other institu- 
tions in New York City confirm that a 
considerable number of cancer patients 
are suitable for Home Care. 

It is in its supportive value that Home 
Care is outstanding. A program which 
provides the cancer-stricken home with 
care, financial assistance, and drugs is 
realistically of enormous value and is 
often met by touching statements of 
gratitude. For example, the following 
excerpts are taken from a letter written 
by the son of a cancer victim: “Mother, 

, always a spirited and perceptive 
person, was particularly sensitive toward 
people who demonstrated genuine in- 
terest in her well-being. I am certain that, 
to the individuals on your staff with 
whom she had personal contact, Mother 
must have expressed her feelings of deep 
affection. As for myself, and on 
behalf of my family, I can only say that 
the preservation of sanity would have 
been very difficult had it not been for 
the work of your division. The 
Home Care service has done a magnifi- 
cent job not only for my mother but 
also for the community at large. ; 
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The interrelationship between cerebral 


and coronary atherosclerosis 


A preliminary report 


WEI YOUNG, BS., JOHN W. GOFMAN, M.D., 
NATHAN MALAMUD, M.D., ALEX SIMON, M_.D., 
and EUNICE S. G. WATERS, M.D. 
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® In the past decade, arteriosclerosis and 
atherosclerosis, both of greatest medical 
significance, have been passing from 
qualitative and intuitional concepts into 
entities of quantitative measurement. In 
considering the etiology of atherosclero- 
sis in a quantitative sense, we must first 
understand the relationship of this proc- 
ess in various critical arterial beds, such 
as the coronary arteries supplying the 
heart and those vessels responsible for 
blood supply to the brain. A magnificent 
approach to quantitation of coronary 
atherosclerosis per se was made in a 
study of 600 hearts from men and 600 
hearts from women, and reported in two 
important papers by White, Edwards, 
and Dry' and by Ackerman, Dry, and 
Edwards.* We have been unable to find 
any similar studies for the arterial sup- 
ply of the brain, or for the interrela- 
tionship of atherosclerosis in the arterial 
supply to the heart and brain. Our cur- 
rent studies represent the beginning of 
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Quantitative measurement reveals 
that the degree of atherosclerosis of 
the coronary arteries is positively cor- 
related with the degree of atheroscler- 
osis of the major supply arteries to 
the brain. This interrelationship sug- 
gests that some metabolic factor, 
such as lipoprotein level, is important 
for brain atherosclerosis as well as 
for coronary atherosclerosis. 


a quantitative evaluation of this inter- 
relationship. 

Viewed individually—for example, in 
coronary arteries alone—the process of 
atherosclerosis in any single arterial bed 
presents two outstanding features: (1) 
evidence of a generalized metabolic fac- 
tor related to progression of the disease; 
and (2) evidence of a focal factor or 
factors by which one part of the wall 
of an artery becomes more severely in- 
volved with atherosclerosis than other 
parts. The general metabolic factor has 
been shown to be highly related to cir- 
culating blood lipoproteins.*-° The focal 
factors, not completely identified at this 
time, have been ascribed to such entities 
as blood pressure or its variation, local 
arterial wall injury or alteration, and to 
hemodynamic factors.*-* 

If atherosclerosis in anatomically sep- 
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arated arterial beds, such as those of the 
brain and heart, are interrelated, it is 
probable that such a relationship arises 
from the influence of one or more gen- 
eral metabolic factors such as circulating 
blood lipoproteins. Therefore, in testing 
for interrelationship between athero- 
sclerosis of separated anatomic beds, it 
is of prime importance to minimize the 
focal factor in either bed, since such 
factors obscure interrelationships and 
relationships with general metabolic fac- 
tors. For some reason, many workers” 
fail to appreciate this cardinal principle 
and design their experiments to measure 
the region of maximum sclerosis in any 
particular artery when they should be 
measuring the sclerosis in standard, re- 
producible regions from case to case in 
a series. Thus, in the past, many probable 
relationships have been completely ob- 
scured by measurement of mzaxinmam 
sclerosis in a vessel, with the attendant 
feature of comparing one region of a 
vessel in one case with some other region 
in another case. 


Materials and Methods 
This preliminary report is based upon 
the examination of 37 consecutive hearts 
removed at autopsy from aged male pa- 
tients in the Napa State Hospital. The 
specific diagnosis is not of first impor- 
tance, since the vessels of each subject 
serve as their own control, with the cor- 
onary arteries of that subject compared 
with those supplying his brain. After 
necropsy, the hearts were fixed in neu- 
tral 10 per cent formalin. Standard sec- 
tions, each approximately 2 mm. in 
length, were taken from each of the 
main branches of the coronary arterial 
tree—the left main coronary artery, the 
anterior descending, the left circumflex, 
and the right coronary artery. Twelve 
sections were taken from the left coron- 
ary artery and 4 from the right coronary 
artery. The general scheme of coronary 
arterial sampling is illustrated in figure 
Ia. Standard sections were also taken 
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from the cerebral supply arteries in each 
case, according to the scheme illustrated 
in figure Ib. The brain sections included 
those from the vertebral artery, the 
basilar artery, both left and right internal 
carotid arteries, posterior cerebral ar- 
teries, middle cerebral arteries, and an- 
terior cerebral arteries. In all, there were 
16 standard sections of the coronary 
arteries of each heart, and 24 from the 
arteries supplying the brain. Histologic 
sections were prepared by standard tech- 
nics and stained with hematoxylin and 
eosin. 


The Grading System 


For this study, it was decided to measure 
the total area of intimal tissue as the 
evidence of atherosclerotic accumula- 
tion—that is, all tissue between the en- 
dothelial surface and the internal elastic 
lamella. Since the area of intimal tissue 
is negligible in the uninvolved artery, 
the total area of intimal tissue can be 
taken as evidence of disease. Of course 
other possible grading systems can be 
used, such as lipid accumulation, crystal 
deposition, calcification, fibrosis, and 
luminal perimeter. We prefer total in- 
timal accumulation of tissue, since it is 
least biased with respect to many char- 
acteristics and features of the athero- 
sclerotic lesion. We do not insist that 
the grading system is the best possible 
choice, although we can say it is dis- 
tinctly a quantitative system. In order to 
correct for variation in the size of artery 
from case to case, the area of intimal 
“atherosclerotic” tissue was referred to 
the ‘area of the entire arterial wall and 
the results expressed as percentage of 
the arterial wall area represented by in- 
timal area. All area measurements were 
made by planimetry on a precisely en- 
larged tracing of the histologic arterial 
section. 

The detailed study of all 16 coronary 
arterial sections and the 24 brain arterial 
sections will be presented later. In this 
report, the mean grade for left and right 
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main coronary is calculated by first av- 
eraging the percentage of intimal tissue 
in sections 13, 14, and 15 of the right 
coronary artery (see figure Ia) and this 
mean is averaged with the intimal tissue 
percentage for section 1 of the left 
coronary artery. For the brain, 2 sec- 
tions of basilar artery, 102a and 102b, 
were averaged and, independently, the 
value of the left internal carotid artery, 
section 105, was averaged with that for 
the right internal carotid artery, section 
106. Then the mean of the averaged 
values for the basilar artery and for the 
internal carotid arteries was obtained. 
Such averaging procedures further re- 
duce the obscuring effect of focal fac- 
tors, which were already largely reduced 
by use of standard placement of cuts in- 
stead of the commonly used regions of 
maximal sclerosis. In the interrelation- 
ship studies, the averaged values are re- 
ferred to as “coronary” values and 
“brain” values, respectively. 

The mean values for intimal athero- 
sclerotic tissue, together with the stand- 
ard deviations of the distribution and 
standard errors of the mean are present- 
ed in table 1 for all the arteries con- 
sidered here. It can be seen that the 


walls of the basilar and carotid arteries, 
which supply the brain, show  signifi- 
cantly less average accumulation of ar- 





Fig. 1. Segments of the arteries analyzed for 
atherosclerosis. a. Sixteen segments of coronary 
arteries. b. Twenty-four segments of brain 
arteries. 


teriosclerotic tissue than do the walls of 
the left main and right coronary arteries, 
supplying the heart (p—0.01). These 
observations, being matched for age— 
since the same subjects provided both 
brain and heart arteries—are consistent 
with the clinically observed average 
finding of manifestations of coronary ar- 
teriosclerosis earlier in life than those 
of cerebral arteriosclerosis.'" 

The interrelationships between coron- 
ary atherosclerosis values and_ brain 
atherosclerosis values for the entire 37 
cases may be measured from the data 
presented in figure I. The correlation 
between coronary atherosclerosis and 
cerebral atherosclerosis, as measured by 
Pearson’s product-moment method, 
vields a value of r=+0.59. Since the 
standard error of this r value is 0.17, the 
t value = 3.5, which leads to the con- 
clusion that the observed correlation is 
highly significant (p=0.001). 

An alternative test of the significance 
of the observed relationship of coronary 
atherosclerosis and brain. atherosclerosis 
may be made by considering the fre- 
quencies with which the coronary value 
and brain value are in agreement, that is 
both low or both high, and the fre- 
quencies with which they are in dis- 
agreement, that is coronary value low 
and brain value high, or vice versa. For 
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TABLE 1 


INTIMAL ATHEROSCLEROTIC TISSUE EXPRESSED AS PERCENTAGE OF ARTERIAL WALL AREA 





Section Number 

Artery number of cases 

Left main coronary see | ae 

Right coronary 13 oe 
Right coronary* 14 me) 
Basilar 102a ae | 
Basilar 102b 37 
Left internal carotid 105 BT. 
Right internal carotid* 106 34 





Standard deviation Standard 
Mean of distribution error of mean 
(in %) (in %) (in %) 
i) eee pegs iS ae A ae 
555... Stasis ER € Sse Te a 1.6 
540... as, | yy eae 4 pee 
41.7... a kets hae ARR Eehe ig ct eS 
Bue |}. Page ae ye LD. Geer 4 
. 40.4... ; 190... een 38 | 
ee 55 8 a oe 





*In one case, one right coronary artery section was not available and, in three cases, the right 
internal carotid section was not available. Averages were made for those instances using the 
vessels that were available. This can produce only a trivial effect on the result. 


this test of significance the brain value 
was taken as high if it was above the 
mean for the entire group, and low, if 
below the mean. Similarly the coronary 
value was taken as high or low, depend- 
ing upon whether it was above or below 
the mean for all the coronary values. 
This leads to the following distribution 
for all cases: 
High brain value 
Low coronary value 
(2 cases) 


High coronary value 
High brain value 
(14 cases) 





Low coronary value 
Low brain value 
(13 cases) 


High coronary value 
Low brain value 
(8 cases) 

x* (corrected for small numbers) = 7.3 

Highly significant (p < 0.01) 


The four-fold table analysis confirms 
the correlation analysis of a highly sig- 


TABLE 2 
DISTRIBUTION OF AGES IN 37 CASES AND MEAN 
CORONARY AND BRAIN ATHEROSCLEROSIS 
VALUES BY AGE 





Mean 

coronary 

athero- Mean brain 

sclerosis athero- 

Age Number value sclerosis value 

group of cases (in %) (in %) 
40-49 years I 54.8 41.0 
60-69 ry 5 42.1 22.8 
70-79 ° 14 53.3 39.7 
80-89 s 10 52.6 38.1 
90+ 3 50.6 45.7 
Not known - 64.5 52.6 
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nificant relationship between coronary 
atherosclerosis and brain atherosclerosis. 
The possibility that age variation in 
the series might have played a role in 
leading to the observed relationships was 
considered. The age distribution of the 
37 subjects and the mean coronary and 
brain atherosclerosis values are presented 
in table 2. It can be seen that the mean 
values for the 70 to 79 year age group 
are not significantly different from those 
for the 80 to 89 year group, so that 
these two groups may be combined. A 
four-fold table analysis of this age- 
controlled subgroup is presented below: 
High brain value 
Low coronary value 
(3. cases) 


High brain value 
High coronary value 
(11 cases) 





Low brain value 
High coronary value 


Low brain value 
Low coronary value 


(8 cases) (2 cases) 
x’ = 6.2 (corrected for relatively small 
numbers) 
p = 0.01 


Since a highly significant relationship 
between coronary atherosclerosis value 
and brain sclerosis value is also found in 
this group, there would appear to be no 
reason to regard age per se as a factor 
in producing the highly significant re- 
lationship discovered for the entire series. 


Discussion 
The findings described for atherosclerotic 
involvement of the major arteries sup- 














Left and right coronaries 









Regression equation: 





40 
*. ; Coronary value=0.35 (brain value)+ 38.1) 
Mean value coronary = 52.3% 
30 Ff Mean value brain =40.1% 
20 1 rn 1 1 a | x 2 1 i 1 
0 10 20 30 40 50 60 70 80 90 


Internal carotid and basilar arteries 


ric. u. Intimal area, expressed as percentage of total wall area of left and right coronaries versus 


that of internal carotid and basilar arteries. 


plying the brain—basilar and_ internal 
carotids—and those supplying the heart 
—right and left coronaries—indicate a 
highly significant relationship of athero- 
sclerosis in these arterial beds. The true 
degree of relationship is undoubtedly 
higher than that measured here, since 
focal factors still operate to minimize 
the relationship and because measure- 
ment error operates similarly. Whether 
the interrelationships observed extend to 
the various branches of the major ar- 
teries described here will be determined 
in further analysis of data. While it is 
true that some cases may show high 
brain atherosclerosis values with low 
coronary atherosclerosis values, or vice 
versa, the predominant trend is for high 
brain atherosclerosis values to go with 
high coronary atherosclerosis values, and 
for low brain atherosclerosis values to 
go with low coronary atherosclerosis 
values. 

Since atherosclerosis in the brain ar- 
terial supply is related to that in the 
heart, a general metabolic factor may be 
important to the atherosclerotic process 





in both arterial beds. The level of cer- 
tain serum lipoproteins has been shown 
to be a general metabolic factor related 
to coronary atherosclerosis, and hence 
may be a general metabolic factor for 
atherosclerosis in the brain arterial 
supply. 

Blumgart and Schlesinger'! and Spain 
and associates’? demonstrated the signifi- 
cant relationship between clinical coron- 
ary heart disease and coronary athero- 
sclerosis. Our studies would indicate 
that, on the average, atherosclerosis of 
the arteries supplying the brain is more 
extensive in individuals with clinically 
overt coronary heart disease than in the 
corresponding population without such 
clinically overt coronary heart disease. 


Conclusions 


1. A quantitative approach to the 
measurement of extent of atherosclerotic 
involvement of arteries minimizes focal 
factors so that general relationships 
among anatomically separated arterial 
beds can be evaluated. 


2. At a particular age, coronary 
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atherosclerosis is, on the average, more important for atherosclerosis develop- 
advanced than atherosclerosis of the ment in the brain as it is known to be 
major supply arteries to the brain. for the coronary arteries. 

There is a highly significant posi- 5. As a result of the observed interre- 
tive correlation between the quantitative lationship, patients with overt clinical 
degree of atherosclerosis in the major coronary heart disease would be expect- 
supply arteries to the brain and that in ed to show greater atherosclerosis of the 
the arteries of the heart. arteries supplying the brain than would 

4. The observed interrelationship of the comparable population at large. 
coronary and brain artery atherosclerosis This work was supported by the Albert and 
suggests that some general metabolic Mary Lasker Foundation and the California 
factor, such as lipoprotein level, may be Foundation for Medical Research. 
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WITH CAREFUL TREATMENT and observation before and after operation, 
particularly regarding conservation of respiratory function, age should 
not be a contraindication to pulmonary resection. Reasons for pulmo- 
nary resection in the older age groups are the same as for younger per- 
sons and include bronchial tuberculosis, bronchopleural fistula, tuber- 
culoma, tuberculous bronchiectasis, persistent cavitation after artificial 
pneumothorax or thoracoplasty, and cavitary tuberculosis when the 
outlook for collapse therapy is unfavorable. 

In elderly and middle-aged candidates for pulmonary resection, 
tests for cardiorespiratory function must be employ ed more frequently 
and perhaps be more elaborate than in younger patients. In spirometry, 
maximal breathing capacity and relationship of the residual volume to 
total capacity are of greatest importance. Bronchospirometry and car- 
diac catheterization, with or without occlusion of the pulmonary artery, 
are performed in doubtful cases. Detailed function studies may not be 
required if standard clinical tests give favorable results. 

Extirpation of a destroyed segment, lobe, or lung will not neces- 
sarily reduce respiratory efficiency, but may effect an improvement by 
elimination of a shunt mechanism frequently present in the pulmonary 
ventilation. Although excisional therapy is best, pneumothorax and 
thoracoplasty are of value in carefully selected cases. 


I. KALLQvist: Pulmonary resection in middle-aged and elderly patients. Am. Rev. 
Tuberc. 73: 40-51, 1956. 
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Cancer Cells 


FE. V. COWDRY, M.D., 1955. Philadelphia: W. B. 

Saunders Company. 677 pages. $16.00. 

The scope of this book is far greater than that 
suggested by the title. Dr. Cowdry has present- 
ed a wealth of information about tumors and 
their behavior in a comprehensive and readable 
manner. Workers in any given facet of the 
probiem, with the notable exception of cytol- 
ogy, may feel that coverage of their particular 
field is inadequate, but the discussion is remark- 
ably well-rounded. There is no other book 
available which handles so many problems of 
neoplasia so well. 

The format is excellent and illustrations are 
clear and well-chosen. Statements are thorough- 
ly documented by an extensive but not cumber- 
some bibliography. 
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A Study of Selected 


Home Care Programs 


A joint project of the U. S. Public Health 
Service and the Commission on Chronic IIlI- 
ness, 1955. Washington, D.C.: U.S. Govern- 
ment Printing Office. 129 pages. $0.65. 


This paper-bound Public Health Monograph 
Number 35 reports a joint study by the Com- 
mission on Chronic Illness and the Public 
Health Service, designed to obtain factual data 
concerning organization, development, and op- 
eration of selected home care plans. Some con- 
sideration was given also to the potentialities of 
home care programs for the chronically ill and 
disabled in the field of professional education. 
The first part of the report summarizes the 
observations and the second part contains de- 
tailed descriptions of some twelve existing, op- 
erating home medical care programs. These will 
be of considerable interest to persons concerned 
with the planning or administration of new 
programs for the future. Admittedly, this re- 
port does not appraise the whole problem of 
need by the chronically incapacitated. It is best 
appreciated as material ancillary to Miss Nichol- 
son’s “Planning New Institutional Facilities for 
Long Term Care,’ reviewed in this issue. 
EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 
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(Continued from page 44A) aging per se is not disabling, the acutely urgent fancy, 
problem of geriatric medicine is increasing dis- senesce 
Planning New Facilities for ablement from the chronic progressive disor- proble 
ders of later years. with tl 
Long Term Care The book is divided into four major secti The 
‘ ajor sections: The 
EDNA E. NICHOLSON, 1956. New York: G. P. (1) the needs; (2) planning the organization sicians. 
Putnam’s Sons. 358 pages. $4.50. and program of a new unit for long term care; ancilla 
This book has been sorely needed. It supplies (3) buildings, equipment, and furnishings, and book 
not all the answers to many urgent questions, (4) the costs. It should be obvious to everyone people 
but some wisely conceived methods by which concerned with geriatric medicine how neces- book 
these may be individually answered. It is au- sary this book is to all of us. view es 
thoritative, analytical, constructively positive, EDWARD J. STINGLITZ, MA. be pla 
but, fortunately, not aggressively dogmatic. Washington, D.C somet| 
Miss Nicholson is eminently qualified to pre- knowl 
sent the needs of the chronically sick and dis- the av 
abled by reason of her years as director of the Sexual Hygiene and Pathology: y sa 
Central Service for the Chronically Ill, oper- A Manual for the Physician a, 
ated under the auspices of the Institute of Med- ‘ss ; : degree 
icine of Chicago. JOHN F. OLIVEN, M.D., 1955, Philadelphia: J.B. of exe 
The purpose of this book is to offer informa- Lippincott Company. 481 pages. $10.00. by Ki 
tion and assistance to planners, operators, and The book was written essentially to advise on oie 
designers of mew institutional facilities for the how people should behave and how they should . ai 
care of chronically ill people other than those deal with sex problems. Exception may well be ie 
institutionalized by reason of mental illness, taken to some of the advice given, but, by and — 
blindness, and tuberculosis. An analysis of the large, the author shows a good knowledge of un 
major diagnoses of patients seeking facilities for the subject and sticks to what is generally ac- — 
long term care reveals that about 80 per cent cepted by most psychiatrists as the best wa) ees 
are related in etiology, incidence, and disability of dealing with these problems. = 
to advancing age. Eighty-nine per cent of pa- The book can, therefore, be strongly recom- 


tients seeking institutional facilities were over mended as an introductory book which gives 
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these, a lot of the basic material about sex, the de- 
though velopment of sex in the individual through in- =—_— 
urgent fancy, childhood, adolescence, adult life, and 
ng dis- senescence with an excellent discussion of the 
disor- problems that arise and the best ways of dealing Where LECITHIN 
with them. a ta ea 
ctions The book is written for “practicing phy- is indicated — 
ization sicians, medical students, and certain groups of 
N care; ancillary medical workers.” It is stated that the 
zs, and book is for distribution only to professional GRANULESTIN 
eryone people and is sold through registered medical 
neces- book dealers. After reading the book, the re- 
viewer wonders why such restriction should —the original vitamin-enriched granu- 
Z, MD. be placed on the book. Is sexual knowledge lar phospholipid complex from soy. 
Belk a something different from any other type of Rich in unsaturated fatty acids and 
knowledge so that it must be withheld from organically combined choline-inositol- 
the average person? One finds the book stores colamine-phosphorus. Ethically pro- 
flooded with books discussing practically all moted for ten years as a dietary 
phases of sex life of human beings with varying supplement with Vitamin A, in cardio- 
degrees of accuracy. There are a whole series é : Maes 
“acted ek : : . $ vascular disease, in psoriasis and for 
We hy} of excellent books, such as the two volumes ; Pe ie A 
' by Kinsey and his colleagues, Ford and Beach’s lipotropic activity (as in diabetes, liver 
hist excellent volume, and so on, Is this method of SRE, alcoholism - in geria- 
should publishing a sop to Kinsey’s critics, many of trics), Samples and literature on 
ie whom are obsessed with the idea that sexual request. 
vy taal knowledge must be hidden from the average 
dge of person? The beviewer considers that this is an ASSOCIATED CONCENTRATES 
a, excellent volume for the average intelligent lay 57-01 32nd Avenue, Woodside 77, L.I., N.Y. 
¢ ae person ho wishes knowledge on the whole 
subject of sex. 
‘ecom- Kart M. Bowman, M.D. 
| gives San Francisco, California. 


C.V.P. helps diminish increased 
capillary permeability, fragility, 
and resultant bleeding by acting 
to maintain the integrity of the 

intercellular ground substance 
(€-Je) olaey eumelal-m ¢-t-1-y olelelal itl pm olaehalel-t-h 


, CITRUS BIOFLAVONOID COMPOUND 100 mg. (cement) of capillary walls. 
















Each C.V.P. capsule or each 5 cc. of syrup 


ASCORBIC ACID (vitamin C) . . . 100 mg. C.V.P. is water-soluble and is 
Ey ate! thus readily absorbed and 


utilized. Purified hesperidin and 
ro [UT ony on" 


rutin are poorly soluble in 
water. Hesperidin itself has been 
(double strength C.V.P.) 
Each duo-C.V.P. capsule provides: 


shown to be inactive in a number 
of biologic tests, in which C.V. P. 

CITRUS BIOFLAVONOID: COMPOUND 200mg 

ASCORBIC ACID (vitamin C) . ‘ 200 mg. 







is highly active. C.V.P. provides 
the many active water-soluble 

bioflavonoid factors of the whole 
citrus bioflavonoid complex. 


UuUSV » SAMPLES and literature on request 








u. Ss. vitamin corporation + PHARMACEUTICALS 


(Arlington-Funk Labs., division) « 250 E. 43rd St., New York 17,N.Y. 


DEPROTEINATED PANCREATIC EXTRACT 


When you relieve spasm with DEPROPANEX, pa- 


tients cooperate more readily during urological pro- 


cedures. In renal and ureteral colic, relief of pain 


may follow within three minutes of an injection of 
DEPROPANEX. In biliary colic, too, DEPROPANEX 
is markedly effective. And in abdominal surgery, 
DEPROPANEX has been effective in paralytic ileus. 
Reference: 1. South M. J. 31:233, 1938. 


cD 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 










































When your geriatric 
patient gets bored 
with eating... 


it may well be that mealtime has 
become something “to get over 
with” rather than a pleasurable 
pastime. Introduction of a 
variety of foods and new menu 
interest can often play a big 
part in bringing a balky patient 
back to the table. Gerber 

offers 4 Cereals, over 70 Strained and 
Junior (minced) Foods to give you greater latitude 


in specifying a well-balanced, nutritionally-sound diet. PLUS: 


REQUIRED READING FOR YOUR GERIATRIC PATIENT 


More interesting “full-course” menus can be 
Lae», planned with Gerber’s “Special Diet Recipes” 
) } —a tempting range of tested dishes for many 








different tastes. For free copies 

of this booklet—with recipes properly 
indexed for Bland, Soft, Mechanically 
Soft, Liquid and Low-Residue diets— 

write to Dept. JG9-6, Fremont, Mich. 


Gerber, 


CEREALS, STRAINED & JUNIOR FOODS 
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more effective than one 
or two pints of tap water 
or salt solution 


FLEET‘ ENENMA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration .. . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
...and less irritating than soap suds enemas. 


Established 1869 
Cc. B. FLEET Co., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 





MI 


prompt action 


rapid elimination 


clear-headed awakening 


ELIXIR ALURATE 


zZ 
/ 
Kothe 
Available as ELIXIR ALURATE, cherry red color/ELIXIR ALURATE VERDUM, emerald green color 
Each contains 0.03 Gm (% grain) of Alurate per teaspoonful (4 cc) 


in a palatable vehicle. Alurate®—brand of aprobarbital 


HOFFMANN-LA ROCHE INC. » ROCHE PARK + NUTLEY 10 « NEW JERSEY 








These include long standing hypertension; 


chronic renal disease whether due to 
glomerulonephritis, nephrosclerosis, chronic 
pyelonephritis. In long standing diabetics, 
this condition is noted in a certain percentage 
of patients with Kimmelstiel-Wilson 
Syndrome. Although the primary disease is 
very different in these various entities, the 
final pathological findings are remarkably 


similar, capillary fragility. 





Whenever the ophthalmoscopic examination 
reveals hemorrhagic areas, it is reasonable to 
assume a comparable process is going on in 


the brain. 


Clinical evidences of this deterioration are 
manifested by: reduced intellectual activity, — 
mental confusion, impaired judgment, 
emotional instability, listlessness, loss of 


appetite, weakness and early fatigability. 


What we have described are symptoms of 
senility. Cerebral arteriosclerosis and capillary 
fragility have always been a difficult problem. 
The addition of Hesper-C to the diet of the 


elderly with the above indications makes the 


C 


is the original synergistic nutritional 


difference in capillary strength. 


supplement for capillary integrity and 
provides 100 milligrams each of Ascorbic 


Acid and Hesperidin concentrate. 
Send for samples and reprints. 


The film ‘CLINICAL ENZYMOLOGY” is now 


‘available for showing at medical meetings 


upon your request. And be sure to watch for 
the Med-Audiographs, a series of recorded 


clinical discussions. 


PRODUCTS OF ORIGINAL RESEARCH 
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(Pure crystalline alkaloid ) 


TRADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


Each tablet contains: 

Reserpine 0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 
or 4.0 mg. 

The elixir contains: 

Reserpine 0.25 mg. 

per 5 ce. teaspoontul 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 


Elixir in pint bottles 


The Upjohn Company, Kalamazoo, Michigan 








New Books Received 


Books and publications received will be listed 
here each month. Books special interest to 
our readers will be reviewed later as space 
permits. 


Urology. B. G. CLARKE and LOUIS DEL 
1956. New York: McGraw, 
pages. $6.50. 


GUERCIO, 
Hill Book Co. 245 


Androgens: Biochemistry, 
Clinical Significance. RALPH 1. DORFMAN, and 
REGINALD A. SHIPLEY, 1956. New York: John 
Wiley & Sons. 590 pages. $13.50. 


Physiology, and 


AVAILABLE AT ALL PHARMACIES _ 
FOR GASTRO-INTESTINAL DYSFUNC- 


TION AND ANTI-FLATULENT EFFECTS 
IN FERMENTATION 


EUCARBON 


Each tablet contains: Extract of Rhubarb, Senna, 
Precipitated Sulfur, Peppermint Oil and Fennei 
Oil, in a highly, activated charcoal base. 
Action and Uses: Mild laxative, adsorbent and 
carminative. For use in indigestion, hyperacidity, 
bloating and flatulence. An excellent detoxifying 
substance with a wide range of uses in derma- 
lo; 




















ey 
Dose: 1 or 2 tablets daily % hr. after meals 
— Supply: Tins of 100. 








*Dilaudid is subject to Federal narcotic regulations. 
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STANDARD PHARMACEUTICAL CO., 


BILHUBER-KNOLL CORD. distributor 




























Mental Disorders in Later Life. Second edition. 
Edited by oscar J. KAPLAN, 1956. California: 
Stanford University Press. 508 pages. $7.50. 
The Neuroses in Clinical Practice. 
LAUGHLIN, 1956. Philadelphia: 
Co. 802 pages. $12.50. 


HENRY 
W. B. Saunders 


Contributo Allo Studio Del Fenomeni Di Sen- 
escenze Della Cute Umana. G. MANGANOTTI, 1956. 
Italy: Instituto Di Clinica Dermosifillopatica 
dell’. University di Bologna. 390 pages. 

Long Beach Senior Citizens Survey. 
by CHARLES MCCANN, 1955. 
munity Welfare Council. 


Prepared 
California: Com- 
59 pages. $1.00. 


“in ne and Bronchial Conditions” 
vRAN “ea al ® 
3% solution Quinine ‘with 242% Camphor; In- 
dicated in acute and chronic bronchitis and as 
prophylaxis against pulmonary complications, 
%, influenza and other upper respiratory conditions. 


“A modernized method of preparing Burow's 
Solution U.S.P. xiv" 


STO-BORO ® 
POWDER IN. ENVELOPES OR TABLETS : 
(Alum. Sulfate and Calc. Acetate). For use as q 
ts, nm astringent and topical wet dressing, é & 
%., treatment of swellings, inflammations, sprains. 
“Sedation e Euphoria ier at Nervous, 
ita 


VAL 
Each Chocolate Coated Ta! 
ian (highly concentrated) 0.05 gm. disper- 
. gentized. Tasteless, Odorless, Non-Depressant. 
% indicated in cases of nervous excitement, de- 
>, pressive states, menopausal molimena, in- 






INC. » 253 WEST 26th ST., NEW YORK 1, N.Y. 





the first thought for pain relief 
Prescribe 1/20 gr. DILAUDID HCI Tablets or Ampules for Prompt Relief of Pain 

e Pain relief without hypnosis 

® Smooth, quick action 


e Minimum of side effects 


e An opiate, may be habit forming 


Dilaudid®, brand of Dihydromorphinone, a product of E. Bilhuber, Inc. 


ORANGE 
NEW JERSEY 















as nature | 


Vitamins 








provides them 





The homogenized vitamins 


Homagenets supply vitamins in the same 
way as do the most nutritious foods. 
In this new dosage form, the vitamins 
are homogenized, then fused into a solid 
tablet. Because they are minutely sub- 
divided, the vitamins are absorbed and 
utilized much more efficiently. 


Better absorption, better utilization 
Excess vitamin dosage unnecessary 
Pleasant, candy-like flavor 

No regurgitation, no “‘fishy burp” 

May be chewed, swallowed or dissolved 
in the mouth 


Three formulas: Prenatal, Pediatric, Therapeutic 


Samples available on request 


*ULS. Pat. 2676136 


THE S. E. MASSENGILL COMPANY - Bristol, Tennessee - New York - Kansas City - San Francisco 
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Now from Bauer & Black 





the first 51 gauge elastic stockings 


So like regular nylons that your patients with 
varicose veins will never again feel ‘‘different’’ 
(and they'll have proper support, too) 


Here at last are elastic stockings your 
patients will take to cheerfully. 51 gauge, 
made with threads twice as thin and 
twice as light as former kinds. So sheer 
they make “‘overhose” a thing of the 
past. Full-fashioned like regular nylons. 

Yet, sheer as they are, Bauer & Black’s 
51 Gauge Elastic Stockings provide 
proper remedial support. Pressure de- 
creases gradually from the ankle up, 
gently speeding venous flow. 


New full-footed style 


These full-footed stockings can be worn 
all day, every place your patient may 
go. Heel and toe are non-elastic, made 
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©1956, The Kendall Co. 


with Helanca® stretch nylon to prevent 
cramping or binding. 

To be sure of patient cooperation, doc- 
tor, aren’t these the elastic stockings to 
prescribe? 

Of course, you and your patients can 
still choose from the complete Bauer & 


Black line: nylon or cotton... open toe 
or closed toe .. . knee length, above knee or 
extra long... variety of prices. 


51 Gauge Elastic Stockings 


[CBAUER & BLACK), 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, Ill. 














IN DIABETES... 


Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 


against lipotropic deficiency fades. 






TRADE MARK 
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(Sherman Lipotropic Capsule) 









Gericaps contain the true lipo- prove capillary integrity, as 
tropics, choline and inositol, well as 3000 units vitamin A, 
which are unaffected by de- 3 mg. thiamine hydrochloride, 
amination in the liver. Three 3 mg. riboflavin, 12 mg. nia- 
capsules daily provide the cinamide, 0.75 mg. pyridoxine 
equivalent of 3 Gm. choline hydrochloride, and 3 mg. cal- 
dihydrogen citrate. cium pantothenate. 

This dose also provides 60- 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 







MAN 
SHE icats ~ABORATORIES 


RMAC EUTICALS 
a 








son S| . DetRoir 


One capsule t.i.d. 

















HIGH PROTEIN LOW FAT 
SPRAY DRIED COW’S MILK 






Sift le Save Cconomical 


The unusual effectiveness of Hi-Pro in fulfilling the requirements 
of older patients for a high protein low fat regimen —has 
conclusively established this product as a geriatric standard. 


The 35% Lactose provides an ideal source for basic energy needs. 













Hi-Pro’s analysis with any 


Cc (@) MPAR i= product you are now prescrib- 





ing—the advantages of Hi-Pro FREE 
ore SPDETON. Send for samples and literature. 
Write : 
ANALYSIS 
JACKSON-MITCHELL 


PIO gg oc ike ee 41.0% Pharmaceuticals, Inc. 


10401 Virginia Avenue 


Ce ee ee ee) 


Ne i fe 35.0% Culver City, California 
Megas 0605s 6.5% SERVING THE MEDICAL PROFESSION FOR 
Momture «wg... 3.0% OVER A QUARTER OF A CENTURY 






In 1 pound and 214 pound vacuum packed cans. 











for assured 







herapeutic 


advantages 





...refocus on... 


nized tron 


Current studies. show Peptonized lron— 





VY One-third as toxic as ferrous sulfate. 
y Absorbed as well as ferrous sulfate. 
VY Non-astringent. 


Free from tendencies to disturb digestion. 
(One-tenth as irritating to the gastric mucosa 
as ferrous sulfate.) 


VY More effective in iron-deficient anemias. 


LEVETA MEN with Peptonized tron 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous 
Sulfate, Read before the American Association for the Advancement 
of Science, Zoological Section, Atlanta, Georgia, December, 1955. 







































The preferred hematinic — 
with PEPTONIZED iron 





The Livitamin formula, containing the B com- 
plex, provides integrated therapy to correct the 
blood picture, and to improve appetite and digestion. 


Each fluidounce contains : 


ingn pemtonized.... 0. 6 6 ws 6 wes 420 mg. 
(Equiv. in elemental iron to 71 mg.) 
Manganese citrate, soluble. . ..... 158 mg. 
Thiamine hydrochloride. ....... 10 mg. 
MMEMMOUMN) <2 Gy We Ry Me ee eo ges kag 10 mg. 
Vitamin By (crystalline). . ...... 20 mcg. 
UII yp ER Se acs fe 50 mg. 
Pyridoxine hydrochloride ....... 1 mg. 
PRAM Gg a kk sw 5 mg. 
Pg CE ae ie 2 Gm. 
OD OS 1 Gm. 
RENN he ee he So Ro ee 30 mg. 
Ds oj a ot es ek SR 60 mg. 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 
New York Kansas City San Francisco 





mes -~ 
aa i 


Peptonized iron is virtually predigested. It is ab- 
sorbed as well as ferrous sulfate, and is one-tenth 
as irritating to the gastric mucosa. Anemias re- 
fractory to other forms of iron will often respond 
promptly to Livitamin therapy. 








eis Vy \: 





anew 
mental clarifier for the aged... 


for safe, effective treatment of moderately 


disturbed aged patients... 


Today’s increasing life span has increased the number of 








a aged patients for every physician so greatly that geriatrics 
has become a part of-his everyday practice. This is espe- 

1 cially true in considering changes in the central nervous 

system, which frequently mean treatment in modern pri- 

vate or public mental hospitals. But a still greater number 

of the aged are subject to only mild memory defects or 

bi D U of S T ad slight confusion resulting in some abnormal behavior. These 

cases may be treated at home... and clinical tests prove 

ab- that SENILEX has shown remarkable results in these states. 
nth SENILEX is a safe, simple regimen for moderately 
re- disturbed patients. Used on ambulatory basis 
nd for rehabilitation of the aged without 
institutionalization. There are no specific contra- 

indications. Prescribe SENILEX for your next case. 

m- 

h INDICATIONS: Senile Mental Deteri- 
rhe oration, Especially Mild Memory Defects, 
yn. Confusion and Abnormal Behavior. 

ACTION: Produces both objective and 
subjective physical improvements, marked 
behavior improvement, better perform- 
ng. ance on psychological testing, and increase 
in intelligence quotient. Restores normal 
ng. blood lactic acid values and produces more 
1g. normal electroencephalographic tracings. 
wi DOSAGE: 2 tablets 3 times daily. Lower 
1Cg. dosages for maintenance after maximum 
1g. effect is reached. 
“4 SUPPLIED: Furnished in bottles of 96 
“wd tablets. 
sill, 
1 FORMULA: 
8. Pentylenetetrazol ...... 
. Teac lt rae ae * 
g. 
NY 
isco Send for literature 


More than 25 years 
of service to the 
Medical Profession. 








S.F.DURST & COMPANY, INGC., Phila. 20, Pa. 











MENIC 


alleviates 
mental confusion, memory defects, 
and related symptoms 


MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 
dilator, nicotinic acid, is “...safe and simple ...practical and inexpensive... 
can be used without hesitation on an ambulatory basis ...especially useful in 


combating symptoms of abnormal behavior...”' 
lLevy, S.: J.A.M.A., 153:1260-1265, 1953. 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 
(% gr.). In bottles of 100 and 500 tablets. Literature and samples available upon request. 


GERIATRIC PHARMACEUTICAL CORP. /seELxeErose, LL, N.Y. 


FOR OLDER PATIENTS... . ° 
" Loathing Relief IN 


Zager CHRONIC URINARY INFECTIONS 


Urolitia can be given over long periods... 
without toxicity, without irritation, without 
drug fastness .. . to keep the urine free from 
E. coli, S. albus, S. aureus. . . . Promptly 
soothes the irritated membrane while pro- 
viding bacteriostasis. 


METHENAMINE 


One tbs. in half cup 
warm water, q.i.d., m— URINARY 


Yp hr. a.c. and hus. ANTISEPTIC 


Sample on request 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave., Chicago 12, Ill. 











Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 


"Schwartz, E.: New York J. Med. 
56:570, 1956. 




















‘in bronchial asth ma 


brand of prednisolone 


one of “the best therapeutic agents 
now available’”* 


provides restoration of breathing capacity — Relief of symptoms 
[ bronchospasm, cough, wheezing, dyspnea] is maintained for long 
periods with relatively small doses.* 

minimal effect on electrolyte balance — “in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”** Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


\ 


PFIZER &GORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 



















CORRECT 
>ONSTIPATION... 
TORE 


HABIT TIME 


wha she sees here... 
depends on you! 


Every woman wants to look her best — whether her best re- 
quires a complete beauty regimen or only a scrubbed face — 
a puff of powder — and a touch of lipstick. To be deprived 
of her make-up —the ‘‘face"’ which she artfully arranges to meet the world—is, at 
least, disconcerting. 


Women need cosmetics that cleanse—lubricate—freshen—and beautify—just as 
they need your help to correct skin problems. In instances where regular make-up 
can not be allowed—don't forbid all beauty products—for Allercreme Hypo- 
allergenic Cosmetics may prove to be precisely right. Carefully formulated— 
‘pharmaceutically’ compounded—exquisitely packaged—they are apt to please 
both you and your most particular patient. 


Formulary—test kit—samples K 
—and sources of supply 


are yours upon request, HYPO-ALLERGENIC COSMETICS 


Div. of Texas Pharmacal Company, P. O. Box 1659, San Antonio, Texas 
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when 
NUTRITION PGgitaaveyctewere| 


by aging 
digestron 


“The secretion of digestive enzymes... 
diminishes with advancing age... 
Therefore considerable interference with the 
digestion of foods is to be anticipated.’’ * 


aboyAtaent-t- 


Comprehensive Digestive Enzyme Replacement 
a 


















Entozyme effectively supplements the patient’s 
own secretion of digestive enzymes. In the aged, 
it compensates for one of “the more significant 
aspects of aging which affect nutrition in the 
second forty years.”* At all ages, it proves 
helpful in dyspepsia, food intolerance, post- 
(el aXe) Cerentasi meron ne) oohtamchia ole buoy eeteMmciO Lol cole t 
gastrectomy, pancreatitis, diahetes 
mellitus, atherosclerosis and psoriasis. 

















Stieglitz, E. J.. J.A.M.A,. 142:1070, 1950 





Each double-layered tablet contains: 
Pepe, MF... wee Pancreatin, U.S.P. . . 300 mg. 
—released in the stomach from Bile Salts ....... 150 mg. 
gastric-soluble outer coating of | —released in the small intestine 
double-layered tablet from enteric-coated inner core 


A. H. ROBINS CO., INC. * Richmond 20, Virginia 


«a Eee ‘ ae Seer 3 

















Hanna “Featherweight” 
Suspensory Urinal 

No. 7—Male adult 20 oz. capacity. 
Soft cotton-cloth suspensory 

and light latex top snap together 
easily. Smooth latex 
conical-shaped penile sheath 
can be cut to individual fitting. 


The Hanna Urinal by 





} Most comfortable urinal ever designed. 
—— x Special Davol 

: 9 construction assures maximum 
patient comfort and 

security — sitting, standing or 
lying down — during day or 
night use. Incontinent patients 
will welcome these features: 
the Hanna Urinal is lightweight; 
tts es ine. tow cotton-cloth waistbelt 


to adjust. Latex conical-shaped ; suspensory and support make 
penile sheath. it cool, easy to wear, to wash, to adjust. 





Hanna “Featherweight” 
Drip Urinal ) 
No. 8—Male Adult 
Ideal for slight incontinence. 
Removable closure cap, adjustable 
waistbelt. Soft cotton-cloth 


Available through your 
surgical supply dealer. 





RUBBER COMPANY 


Providence 2, R. |. 
MAKERS OF FINE RUBBER SURGICAL GOODS FOR OVER 82 YEARS 
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TYPICAL SANKA BOOTH AT MEDICAL 
CONVENTIONS ALL OVER THE COUNTRY 





YOU PRAISED ITS RICH, FULL FLAVOR 
... your patients will do the same! 


“Delicious! Full-bodied!“ That’s how _ the coffee they want by switching to In- 
you described Instant Sanka Coffee when _ stant Sanka . . . because Instant Sanka is 
you tasted it at medical conventions, No _ pure coffee with the caffein taken out. 
wonder you were so enthusiastic! 


Instant Sanka is 100 % pure coffee. Only a —— 
the caffein has been removed. That’s why 97% caffein-free @ os 
your coffee-loving patients will be more * 
than grateful when you tell them about 
Instant Sanka. 


If they’re sensitive to caffein, they'll be 
delighted to know they can still drink all 





Product of General Foods 

















a dry, sensitive skin 


A taut, chafed skin — alone or accompanying other more serious problems — 








can become a distracting discomfort to any patient — young or old — ambu- 





latory or bedfast. Keep dry skin from adding an insupportable ‘‘last straw"’ 





to your patients’ burdens — with Lubriderm — a time-tested skin lubricant 





— capable of brightening a person's entire outlook in minutes. 





Non-greasy, non-staining Lubriderm contains cholesterol derivatives 
of lanolin in a formula so bland, so soothing, so effective — that it often 


smooths away a dry skin problem in only a few applications. If you D 





would like a complimentary supply sufficient to introduce Lubriderm to 


several of your patients, send your request now. 





TEXAS PHARMACAL CO. 


P.O.BOX 1659 SAN ANTONIO, TEXAS 





Fat intolerance dyspepsia 
FOR your Patients with = [rritable bowel syndrome 


Gallbladder dysfunction 


OXSORBIL Capsules will permit the inclusion of suitable 
dairy and vegetable fats in the patient’s diet. 


POLYSORBATE 80 MAKES THE DIFFERENCE 


This well balanced choleretic, cholagogic formula comes in two forms. 


OXSORBIL PB. J OXSORBIL'’ 


(contains phenobarbital and Plain 


belladonna 
for patients also 
® requiring spasmolysis 


and sedation) 





iVES-CAMERON 
COMPANY Bottles of 100 capsules 
Philadelphia 2, Pa. Literature on request 
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Wyeth 


® 
Philadelphia 1, Pa. 





INTEGRATED ACTION 
1. 












the cough 
and calm the patient 


Topical anesthetic action 


more powerful than that of cocaine 


Antihistaminic action 
to help control cough, bronchial spasm, 
and allergy-caused congestion 


Sedative action 
to allay nervous irritability 


Expectorant action 
to render the cough productive by aiding 
the secretion of protective mucus 





EXPEC ITORANT 


Promethazine Expectorant with Codeine; Plain (without Codeine) 
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MISS PHOEBE NO. 8 IN A SERIES 


SUGGESTED BY 80B DEYOUNG, DUBUQUE, IA, 





“,..and the Prime Minister said if I do, J f) 


| 
they'll re-name it Mt. Everest & Jennings!” | FE ray 











Like the peerless Himalayan peak, 
Everest & Jennings stands for the very top. 
For users the world over, E & J chairs 
are outperforming and outlasting all others. 
For patients young or old, tall or short, light or heavy— 
There’s an “exactly right” wheel chair at your 
nearby Everest & Jennings Dealer. 





There’s a helpful E & J Dealer near you 


sais aon oie: EVEREST & JENNINGS, INC. LOS ANGELES 25 






































Meat... 


and Its Place in the Diet in 
Congestive Cardiac Failure 


Meat has an appropriate place in the moderate- 
protein, low-sodium, acid-ash diet advocated in the dietary manage- 
ment of patients with congestive cardiac failure.! When extreme 
sodium restriction is necessary, the meat allowance is regulated 
accordingly. 

Lean meat allows maintenance of a positive nitrogen balance 
without excessive protein intake, because its amino acids match the 
quantity and proportions needed for tissue synthesis and repair.23 
i In the fresh state as purchased it supplies only small amounts of 

sodium ranging from approximately 50 to 100 mg. per 100 grams. 
Due to its acid-ash composition (equivalent to 4 to 38 ml. of normal 
acid per 100 grams of meat) it may facilitate diuresis.! 

In addition to these important features, meat contributes valu- 
able nutritional factors by virtue of its generous supply of high 
quality protein, B vitamins, and essential minerals—iron, phos- 
phorus, potassium, and magnesium. 

Easy digestibility, a prime requisite of foods eaten by the patient 
with congestive cardiac failure, is another outstanding quality of 
meat. 





1. Odel, H. M.: Nutrition in Cardiovascular Disease, in Wohl, M. G., and 
Goodhart, R. S.: Modern Nutrition in Health and Disease, Dietotherapy, 
Philadelphia, Lea & Febiger, 1955, p. 709. 


2. Berg, C. P.: Utilization of Protein, J. Agr. & Food Chem. 3:575 (July) 1955. 


3. Best, C. H., and Taylor, N. B.: The Physiological Basis of Medical Practice, 
ed. 6, Baltimore, Williams & Wilkins, 1955, p. 638. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 









American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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FOR BEDSORES 
AND OTHER 
CHRONIC 
ULCERATIONS 














e 





May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 


pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 





BR in 1% oz. or 4 oz. tubes; 


1 Ib. or 5 Ib. jars. 





WHITE LABORATORIES, INC., KENILWORTH, N. J. 


July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 





CAPSULES AND ELIXIR CHLORAL HYDRATE 


This reliable sedative brings a natural type 
of sleep usually without after-effects. No 
cumulative effect. Ideal for cardiac and 
psychiatric patients. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO INC PHILADELPHIA 1, PA 































To counteract 


corticoid-induced adrenal 
atrophy during corticoid 
therapy, routine support of the 
adrenals with ACTH is recom- 
mended. 


THIS IS THE 
PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


@ When using prednisone or prednisolone: 
for every 100 mg. given, inject approx- 
imately 100 to 120 units of HP* 
ACTHAR Gel. 

@ When using Aydrocortisone: 
for every 200 to 300 mg. given, inject 
approximately 100 units of HP* 
ACTHAR Gel. 


@ When using cortisone: 
for every 400 mg. given, inject approx- 
imately 100 units of HP*ACTHAR 
Gel. 


Discontinue administration of corticoids on 
the day of the HP*ACTHAR Gel injection. 


HP ACTHAR Got 


(IN GELATIN) 
The Armour Laboratories brand of purified adre- 
nocorticotropic hormone—corticotropin (ACTH) 
*Highly Purified 








Unsurpassed in Safety and Efficacy 
More than 42,000,000 doses of 
ACTH have been given 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE. ILLINOIS 


with delicate digestions 












For geriatric patients 


According to studies made at a 
leading hospital*, Wheatena is so 
digestible it can easily be taken 
by infants three months old. It is 
a non-irritant to the gastro-intes- 
tinal tract and is hypo-allergenic. 
Moreover, Wheatena is recom- 
mended to cardiac and diabetic 
patients because it is manufac- 
tured without salt or sugar. 

Wheatena, which is made by 
toasting the wheat germ, bran, 
farina, is so delicious that it en- 
courages your patients to eat 
breakfast. 

Digestible, delicious — that’s 
Wheatena. Write for your free 
sample of Wheatena. > 
Suggest Wheatena 
to your geriatric 
patients. 

*Results furnished 


on request. 


The Wheatena Corp. 
Rahway, N. J. 
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Wheatena Zier Good/ 











The doctor’s task is easier when he 
prescribes a palatable diet with foods 
which are typical of those the entire 
family needs each day. Medically 
supervised studies on weight reduc- 
tion show women... and men... 
losing 114 to 2 pounds per week on 
diets of every-day foods which pro- 
vide approximately equal weights of 
protein, fat, and carbohydrate. Hun- 
ger is less of a problem with this diet 
... for a combination of protein and 
fat in a meal slows digestion . . . and 
the absorption of nutrients. 

The foods included in these diets 
provide all essential nutrients in 
amounts recommended for adults. 
Only calories are in deficit. Dairy 
foods are an important feature of 
these meals because of their high 
proportion of nutrients in relation 


No one envies the man who must tell a woman she 
is overweight .. . and that the cause is overeating! 


to the calories they provide. Their 
taste appeal and variety make the 
diet easy to follow until the desired 
weight is lost. 

Doctors! Send for the convenient 
leaflet and diet instruction sheets 
containing menus for three full meals 
a day for an entire week. Diets at 
two moderately low calorie levels 
are included. These diet instructions 
will be useful even where a person 
may require a different calorie level 
for weight loss. For such individuals, 
the physician can suggest desired 
modification, retaining the basic 
diet plan. 

These materials are yours on re- 
quest—without cost or obligation. 
Simply fill out the coupon below and 
mail it today. We’ll send your ma- 
terials along by return mail. 


OL a \ The nutritional statements made in this advertisement have been reviewed 
y by the Council on Foods and Nutrition of the American Medical Associ- 
os ation and found consistent with current authoritative medical opinion. 
— 


NATIONAL DAIRY COUNCIL—A non-profit organization 


Since 1915. . 
111 N. Canal Street, Chicago 6, Illinois. 


Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet on weight reduction. 


NAME 


. promoting better health through nutrition research and education. 










PROFESSIONAL DESIGNATION 





ADDRESS. 





cITY 
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(Wood engraving by Bernard Brussel-Smith, for the Armstrong Cork Company) 


A full day’s work—without Angina Pectoris 


In rigorous clinical trials) METAMINE SUSTAINED improved 80 (78%) of 103 
patients with angina pectoris, including a group refractory to other medication. 


METAMINE SUSTAINED tablets slowly 
release 10 mg. of METAMINE, the 
unique, amino nitrate, to provide en- 
during, 12-hour protection from an- 
ginal attacks. 

Simplified dosage—just 1 tablet on 
arising, and 1 before the evening 
meal. 

Greater economy tor your 
pectoris patient. 


angina 


new! 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 





1 tablet 
all day 





1 tablet 
all night 


“‘IFuller, H. L., 


Supplied: METAMINE SUSTAINED, 10 
mg., in bottles of 50 sustained release 
tablets. Also available: METAMINE, 
2 mg., and METAMINE (2 mg.) with 
BUTABARBITAL (4 gr.), bottles of 
50 tablets. THOS. LEEMING & CO., 
INC., NEW YORK 17, N.Y. 


and Kassel, L. E.: Sustained 
Release Metamine (triethanalomine trinitrate 
biphosphate) in Angina Pectoris. (in press). 
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Men Constantly on Their Feet... 


physiologically prone to hemorrhoids 





SDAT 









PNS, Pontocaine (brand of tetracaine), Neo-Synephrine 
(brand of phenylephrine), Sulfamylon (brand of mafenide) 
and Mucilose, trademarks reg. U. S. Pat. Off. 


SUPPOSITORIES 


combine 
three outstanding, 
dependable therapeutic agents: 








Pontocaine® hydrochloride ..................+. 10 mg. 
Neo-Synephrine® hydrochloride ............ 5 mg. 
Sulfamylon® hydrochloride ................... 200 mg. 
Bismuth subgallate 100 mg. 
Balsam of Peru 50 mg. 


— in a cacao butter base — 


Supplied in boxes of 12. 


NEW YORK I8, N.Y. * WINDSOR, ONT. 


As an added measure to promote 
rectal comfort, add MUCILOSE® 
to the patient's diet. 

This lubricating, nonirritating 
bulk laxative will keep stool 
consistency soft and 

facilitate evacuation. 
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for the “Sippy- diet” patient 


a welcome (and often necessary) change from ‘‘milk-and-cream” 


MULL-SOY powdered 


Pioneer soy alternative to milk... 
reported to be “noticeably more sooth- 
ing to the upper gastrointestinal tract 
and seemingly easier to digest.’” 
Comparable to milk in buffering” and 
nutritional® qualities. Contains no 
cholesterol...and costs the patient 
much less than milk-and-cream. Easy 
to prepare —4 level tablespoonfuls to 
8 oz. water. In 1-lb. tins at all drug 
outlets. 

1, Balfour, D. C., Jr.: Am. J. Gastroenterol, 22:181, 1954, 
2. Burke, J. O., et al.: Internat. Rec. Med, & Gen. Practice 


Clin, 167:587, 1954. 3. Sternberg, S. D., and Greenblatt, I. J.: 
Ann, Allergy 9:190, 1951. 


Are you wondering how MULL-SOY 
Powdered tastes? Return this coupon 


‘for professional trial samples and see 


for yourself how pleasant it can be 
for your milk-weary or milk-intoler- 
ant ulcer patients. 


ee | 


THE BORDEN COMPANY 
Prescription Products Division, Dept. 201 
350 Madison Avenue, New York 17, N. Y. 


Please send to me, without charge, four 
4-02. tins of MULL-SOY Powdered. 


Dr. 


Street. 














